
JESSICA SCHROEDER, MS, LCMFT, RPT 

Bridging Relationships, LLC 

205 South 5
th

 Street 

Leavenworth, KS 66048 

 

CLIENT & FAMILY INFORMATION 

 

Client’s Name:  Birth Date:                                            Age:    M       F 

Street Address:  Email Address:  

City:                                                   State:                             Zip: Mobile Phone:                                      Home Phone: 

Is it safe to mail to this address?       Yes       No 
Okay to leave a message?    Yes     No   

Okay to text?    Yes     No   

Parent/Guardian:  Birth Date:                                 Age:   M       F 

Street Address:  Email Address: 

City:                                                   State:                             Zip:  Mobile Phone:                                      Home Phone: 

Is it safe to mail to this address?       Yes       No 
Okay to leave a message?    Yes     No   

Okay to text?    Yes     No   

Parent/Guardian/Spouse: Birth Date:                                 Age:   M       F 

Street Address: Email Address: 

City:                                                   State:                             Zip: Mobile Phone:                                      Home Phone: 

Is it safe to mail to this address?       Yes       No 
Okay to leave a message?    Yes     No   

Okay to text?    Yes     No   

Please list additional family members living with you: 

Name Relationship Date of Birth School/Work Place 

    

    

    

    

Please list an emergency contact: 

Name:                                                                                                                   Relat ionship: 

Street Address:                                                                                   City:                                                   State:                             Zip: 

Mobile Phone:                                                      Home Phone: 

 

How did you find out about Jess/Bridging Relationships, LLC? 

 

 Dr. _______________      Insurance Plan      Hospital      Family      Friend      Close to home/work      Internet      Other 

 

 

 

 

 



I have read this page (please initial):  Initials: _______ Initials: ______ Initials: ______ Initials: ______ 

 

 

 

 

 

 

 

 

INFORMATION REGARDING PSYCHOTHERAPY 

1. I understand my therapist is trained to provide therapy to individuals, couples, and families from a systems perspective utilizing therapeutic 

approaches/models associated with the marriage and family therapy profession.  The therapist is also trained to provide and utilizes play 

therapy approaches/models and Eye Movement Desensitization and Reprocessing (EMDR).   

2. I understand that my therapist is bound by the Code of Ethics set forth by the American Association for Marriage and Family Therapy 

(AAMFT) and that I can request a copy of those ethics at any time. 

3. I understand that, as a client, I have certain rights and those rights have been reviewed with me by my therapist.  

4. I understand that, in the State of Kansas, my therapist is required to consult with my primary care physician or psychiatrist to determine if 

there may be a medical condition or medication that is contributing to symptoms of a mental disorder. In order to complete such a 

consultation, my therapist will request that I complete a Release of Information form. I also understand that I may waive this consultation, 

in writing, and that my therapist will discuss this process with me at any time if I so request. 

5. I understand that there can be risks and benefits associated with therapy and have discussed those with the therapist.  Psychotherapy may 

involve remembering unpleasant events and can arouse intense emotions of fear and anger; feelings of anxiety, depression, frustration, 

loneliness and helplessness may be experienced. Also feelings of relief, energy, power, self-acceptance, and well-being may also occur.  

The client may feel worse before he or she feels better.  

6. I understand that secrets can be damaging to the treatment process.  Therefore if information is shared with my therapist that she deems as 

vital to the treatment process, my therapist will work with me to determine a way to disclose the information to others with whom I am 

attending sessions.   

7. I understand that I may leave therapy at any time and agree to discuss the termination of therapy at a regular therapy session. 

 

CONFIDENTIALITY OF INFORMATION 

Laws insuring your right to privacy protect matters discussed with your therapist. In most cases, your therapist is prohibited from disclosing 

information about your care without your written consent and then only to the extent you authorize. Cases where information may be disclosed 

without your consent include:  

1. When child abuse is known or suspected (reporting is required by law).  

2. When the abuse of an elderly or depended person is known or suspected (reporting is required by law).  

3. If you say you will hurt yourself or someone else.  

4. When a court order exists that information regarding the therapy process be provided. 

 

Records will not be made available to others without signed authorization to release information.  If more than one family member participates in a 

session, each and every participating family member must consent prior to the release of the treatment record.  Where a minor is receiving services, 

the appointment of a guardian ad litem may be necessary prior to the release of the minor client's information.   The client's family members are not 

entitled access to client information just because they are family.  A general release for medical or other information is not sufficient.  

 

HIPAA 

Your signature below indicates that you have read the HIPAA agreement and agree to its terms and serves as acknowledgement that you have 

received our HIPAA privacy practices. Not abiding by these policies may lead to termination of our work together and/or referral to another 

professional.  

 

AUTHORIZATION TO TREAT MINOR CHILD 

By signing below, I warrant that I am a custodial parent of the above named minor child. I hereby give permission for him/her to receive therapy. I 

acknowledge that I am aware of the mandating reporting laws in the state of Kansas. I am also aware that I can withdraw the permission to treat my 

child at any time. I will assume responsibility to notify my child's other parent that therapy has been initiated and will take sole responsibility in 

arranging for the payment for all therapy services for my child.  

 

 

Name of child: ______________________________  Date of birth: ____________________________________ 

 

Name of child: ______________________________  Date of birth: ____________________________________ 

 

Name of child: ______________________________  Date of birth: ____________________________________ 

 

Name of child: ______________________________  Date of birth: ____________________________________



I have read this page (please initial):  Initials: _______ Initials: ______ Initials: ______ Initials: ______ 

 

TECHNOLOGY POLICY STATEMENT 

The following policies address the use of email, texting, cell phone and online website usage when communicating with your therapist.  Please also 

note instructions on who to call during an emergency. 

 

EMAIL:  Should a client contact the therapist via email, the intent of the email will be to communicate information for the client's use only or to 

confirm an appointment.  It is understood that a response from the client stating their acceptance of the information or to confirm an appointment is 

acceptable however no other information is to be communicated via email between client and the therapist.  I understand the therapist will not engage 

in therapeutic services over electronic mail.  

 

TEXTING:  Should the therapist receive a text message from a client, the therapist will respond to the text with a phone call to the client requesting 

the client contact the therapist via her cell phone.  The therapist is unable to text clients unless the text is confirming an appointment or answering an 

appointment question.  

 

CELL PHONES: Like many professionals today. Jessica Schroeder utilizes a cell phone for business purposes.  Please know that the therapist will 

refrain from addressing the client's full name or the names pertinent to the client's presenting issue.  The therapist is trained to provide and maintain 

client confidentiality and client privacy.  Additionally, the therapist will not conduct therapy over the phone.  The therapist will always strive to keep 

conversations concise and will wait until a regularly scheduled session in order to address the presenting issue. 

 

OTHER FORMS OF COMMUNICATION:  Online websites like that of Twitter, MySpace or Facebook are strictly prohibited as a means of 

communicating with your therapist.  

 

EMERGENCY CIRCUMSTANCES:  Clients are directed to always call 911 for any emergency requiring medical assistance or involving immediate 

danger to themselves or persons in their household.  I also understand I can refer to my Clients Rights and Responsibilities brochure for other 

emergency numbers for crisis assistance. 

 

MEDIA RELEASE 

Jessica Schroeder is currently pursuing certification in Emotionally Focused Therapy (EFT).  EFT is usually a short term (8-20 sessions), structured 

approach to couples therapy formulated in the early 1980's by Drs. Sue Johnson and Les Greenberg.   Since then, Sue Johnson has further developed 

the model, adding attachment theory to further understand what is happening in couple relationships and to guide therapists in helping them.  EFT is 

also used with families and individuals. A substantial body of research outlining the effectiveness of EFT now exists. Research studies find that 70-

75% of couples move from distress to recovery and approximately 90% show significant improvements. EFT is being used with many different kinds 

of couples in private practice, university training centers and hospital clinics and many different cultural groups throughout the world. These 

distressed couples include partners suffering from disorders such as depression, post traumatic stress disorders, chronic illness and many others. The 

goals of EFT are to expand and re-organize key emotional responses – the music of the attachment dance, to create a shift in partners' interactional 

positions and initiate new cycles of interaction, and to foster the creation of a secure bond between partners.  Part of the certification process is video 

recording of sessions.   

 

__________ (please initial) By signing below, I give my consent to allow my sessions with my therapist to be electronically recorded. I further 

consent that she may share this recording with her EFT Supervisor, other therapists in her EFT Consultation Group and as part of her submission to 

The International Centre For Excellence In Emotionally Focused Therapy (ICEEFT).  I understand that any other therapist who watches this 

recording is under the same confidentiality requirements as my therapist.  Further, I understand that if by chance any therapist knows me socially or 

personally, he/she will immediately leave the session and will not observe, seek or be given any information about my situation.  I understand that I 

may request the electronic recording to be discontinued at any time—either temporarily or permanently.  I understand that my therapist may retain, 

but is in no way required to retain any electronic recordings produced in this process.  I authorize my therapist, at her sole option, to erase or 

otherwise destroy any and all recordings after they have been used for the intended purpose, or at any other time, whether they have been used or not. 

I understand that these recordings are not part of my treatment record.   I understand that my decision about whether or not to permit electronic 

recording will have no impact on the treatment I will receive. I understand that I may withdraw this consent at any time. 

 

__________ (please initial) I do not give my consent to have my sessions electronically recorded.  

 

APPOINTMENT REMINDERS 

For your convenience, email appointment reminders are available.  Email reminders are sent about 2 days before the appointment.   

 

__________ (please initial) Yes, I give my consent to receive appointment reminders.  Please use this email address:  

 

_____________________________________________________________________________________________. 

 

__________ (please initial) No, I decline appointment reminders. 

 

 

 

 

 



 

 

 

FINANCIAL POLICY 

Bridging Relationships accepts both self-pay and insurance reimbursement as payment.  Fees for sessions are as follows: $120 for the initial session 

and $90 for each subsequent session.  Sessions are typically 45 minutes in length.   

 

Your appointment time is reserved especially for you.  If you are not able to attend your appointment, a 24-hour notice is required for all 

cancellations. This will allow other clients to receive services.  If a 24-hour notice is not given, a fee of $40 will be charged for the missed 

appointment and will be due at the beginning of the next session.  Since there are times when emergencies arise and a 24-hour notice is not possible, 

Bridging Relationships allows for one missed session without charge.  All sessions after the missed session will incur a fee.  Insurance companies do 

not pay for missed appointments; therefore this charge will be the client or guardian's responsibility.  Failure to give adequate notice more than three 

times may result in care being terminated.   

 

For time spent preparing court reports, attending court, and travel time, a fee of $150.00 per hour will be charged.  If the therapist is subpoenaed, an 

8-hour minimum is required for a total of $1200 per day.  This fee is due in full prior to the court date. 

 

For time spent on phone calls from clients, preparing records, consulting with other professionals, a fee will be charged.  The fee schedule is as 

follows: 1-14 minutes, no charge, 15-29 minutes, $30; 30-44 minutes, $60, 45-59, $90. 

 

Payment is due at the time of service. Cash, personal checks, credit, debit cards are accepted.  If a check is returned due to insufficient funds, a $35 

returned check fee will be assessed.  In addition, the client will be required to pay using a debit card or credit card for the remainder of treatment.  A 

service fee of 2.75% will be assessed as well.  The total fee, including the prior session fee, the retuned check fee, the current session fee and the 

service fee, will be due at the beginning of the next session.  By signing below, I understand that if the balance on my account is not fully paid by the 

due date and I am no longer receiving services from my therapist, my therapist will give reasonable notice (60 days) to me for the unpaid balance 

before my therapist utilizes her right to seek legal recourse or engage a collection agency to recoup unpaid balances.  In pursuing these measures, my 

therapist will only disclose biographical information (including any cell phone number provided) and the amount owed in order to ensure 

confidentiality. Failure to pay could result in being reported to credit reporting agencies.   

 

I understand my therapist will submit claims to my insurance company for me as a courtesy.  I understand any quote of benefits does not guarantee 

payment.  I understand I am responsible for payment of services which are not covered by insurance.  I authorize my therapist to submit claims 

directly to my insurance company and authorize my insurance benefits be paid directly to my therapist.  I authorize Bridging Relationships, LLC and 

my therapist to release any information required to process my claim.   

 

 

Client’s relationship to Insured:   Self      Spouse      Child      Other 

 

Insured’s Name:  

 

 

Insured’s Date of Birth: 

 

Insured’s Address:                              City:                                     State:                Zip: 

Insured’s Phone Number: 

 

 

Insured’s S.S. Number: Insured’s Employer: 

Insured’s ID Number: 

 

 

Insured’s Policy Group: Insured’s Plan Name 

 

 

 

Signatures 

 

I have read this form, agree with the terms, affirm that all my questions have been satisfactorily answered, and I give informed consent for myself/my 

child’s treatment. I understand that I will be furnished a copy of the consent whenever I request it.  

 

Client Signature 

 

 

 

 

 

 

 

 

 

 

Date Client Signature Date 

Client Signature 

 

 

 

 

 

 

Date Client Signature Date 

Client Signature Date Therapist Signature Date 

 


