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Valerie Domenici, Ph.D. 

Licensed Clinical Psychologist 
28 S Pitt St 

Carlisle, PA 17013 

Phone:  (717) 713-0059 
______________________________________________________________________________________________________ 

 

Policies, Procedures, and Therapy Agreement 
_______________________________________________________________________________________________________ 

 

I am a Pennsylvania licensed clinical psychologist who works with a wide range of mental health concerns.  I provide 

individual psychotherapy for adults ages 18 and up. I do not prescribe medications or provide psychological testing 

services. 

 

Psychological Services 

 

During our initial sessions, I will ask you questions about what brings you in, what your goals are, and about your past 

and recent history. We will also begin working on establishing treatment goals.  By the end of this initial assessment 

period, I will be able to offer you some impressions of what our work might include if you decide to continue. Be aware 

that psychotherapy requires a great deal of time, energy and emotional commitment.  

 

Therapy has been shown to have positive benefits for many who undertake it.  It often leads to significant reduction of 

feelings of distress, better relationships, and resolutions of specific problems. There are also some potential risks of 

therapy; these may include experiencing uncomfortable feelings such as sadness, guilt, anxiety, anger, and frustration as 

well as sometimes discussing unpleasant aspects of your life or yourself.   

 

Should you feel uncomfortable with me for any reason, please let me know.  Occasionally I may suggest that a client work 

with another therapist if I believe the client’s issues would be better addressed by someone with other areas of expertise. 

 

Frequency and Duration of Therapy  

 

Therapy sessions are typically 45-55 minutes long.  Your initial session may be slightly longer. If you elect to work with 

me in therapy, we will decide together on the frequency of therapy, as well as on the number of sessions most appropriate 

to address your concerns. Your insurance plan may place restrictions on the number of sessions they will pay for.  

 

Professional Fees 

 

If you are using health insurance benefits to pay for treatment, your fee is determined according to the rules of your 

insurance plan. Upon verification of health plan/insurance coverage and policy limits, your insurance company will be 

billed for you (if I am in-network) and I will be paid directly by the carrier. You will be responsible for any co-payments 

and deductibles, which are due at the time of service.  If your fee cannot be determined at the time of service (e.g., you 

have a deductible that has not been met), I ask that you leave credit card information on file as a guarantee of payment.  If 

you are not eligible for insurance benefits at the time services are rendered, you are responsible for full payment. If you do 

not have insurance coverage, payment for your sessions is due at the time of service. If fees are not paid at the time of 

service, you will not be able to schedule your next session until the fee is paid. Acceptable forms of payment include cash, 

check, and credit card. Credit card fees show up on your statement as Valerie Domenici PhD. 
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Cancelled/Missed Appointments 

 

A scheduled appointment means that time is reserved only for you. You are responsible for attending any scheduled 

appointment or canceling at least 24 hours prior to the appointment.  Failure to give 24 hours notice of cancellation for an 

appointment will result in a missed session fee of $40. Your health plan will not pay for missed appointments. Therefore, 

you are responsible for this fee.  

 

Emergency Procedures 

 

If you are experiencing a clinical emergency and need to speak with me on an urgent basis, please call me on my cell 

phone at 717-713-0059. I will make every effort to return your call as soon as possible. If you are having thoughts of 

harming yourself or someone else, and cannot wait for a return call, please call Crisis Services at 717-243-6005, or go to 

the nearest emergency room.  

 

Release of Information 

 

By signing this form, you authorize the release of information regarding your care to your health plan for payment of 

claims, certifications, health management decisions, and other purposes related to the administration of benefits for your 

health plan.  

Confidentiality 

 

All information that you share with me is held strictly confidential unless you sign a written release of information form. 

However, I may release information about you without your consent in the following situations: 

 

 If a client is threatening to harm him/herself, I may need to seek hospitalization for the client and/or contact family 

members or others who can help provide protection.   

 

 If a client is threatening serious bodily harm to another, I am required to take protective actions that may include: 

notifying the potential victim, calling the police, or seeking appropriate hospitalization.   

 

 If I believe that a child is being abused or neglected, I must report this to the appropriate state agency. 

 

 In most legal situations, you have the right to decline permission for me to release any information about treatment.  

In some circumstances, a judge may require me to release written records or provide testimony if s/he determines that 

resolution of the issues demands it.   

 

Should any of these situations occur, I would make every effort to discuss with you my intended actions prior to making 

any disclosures. Complete information about privacy practices under HIPPA is available on my website 

(drvaleriedomenici.com) -- paper copies are available by request at your initial appointment. Please initial here that you 

have been provided with this information. ____________ 

  

I have read and understand the information on these pages.  My signature indicates that I agree to abide by the terms 

of this two page Agreement during our professional relationship. 

 

 

 

___________________________________ _______________________________     _____________________  

Signature of Client    Printed Name of Client   Date 

 

___________________________________ ________________________________ 

Signature of Parent/Legal Guardian   Signature of Parent/Legal Guardian  

(if applicable, for clients under age 18)     


