Mirel Goldstein, MS, MA, LPC
43 Katherine Ave
Clifton, NJ 07012
 (303) 204-7039 (cell)
mirelgoldstein@gmail.com

NJ License 37PC00391500
1. Qualifications and Conditions of Treatment
I am pleased to have been selected to provide counseling to you or your child. The purpose of this document is to inform you of my professional background and to ensure that you understand our professional relationship. 

I hold two graduate degrees, one in Family Therapy from the University of North Texas, and one in Psychology from Columbia University.  
Counseling can sometimes bring up painful things and there are no guarantees of its results. However, most of my previous clients have found counseling to be a helpful experience to them in terms of reaching their goals, reducing their symptoms, and feeling better about their lives overall. If you have concerns about whether counseling is helping you or not, please don’t be shy to discuss them with me, so that we can evaluate whether there needs to be a change in the treatment approach, a referral to another qualified professional, or just some patience as you get used to making uncomfortable changes in how you think, feel, or behave.
2. Complaints
Please keep in mind that, as a client, you are free to terminate counseling services or seek a second opinion at any time. If at any point you are dissatisfied with my services or feel that your rights as a therapy client have been violated in any way, you may report your complaints to:
New Jersey Office of the Attorney General

Division of Consumer Affairs

State Board of Marriage and Family Therapy Examiners

124 Halsey Street, 6th Floor, P.O. Box 45007

Newark, NJ 07101

(973) 504-6582
3. Privacy, Confidentiality, and Client Records
As outlined in the HIPAA (Health Insurance Portability and Accountability Act) documentation along with state licensure laws, I will keep confidential anything that is said to me in counseling sessions, with the following exceptions:

a) You authorize me in writing to disclose information from our sessions to a third party (for marital or family counseling sessions, all adults will be required to consent to disclosure of session material);   
b) I determine that you are a danger to yourself or others;
c) I suspect child or elder abuse;
d) I am ordered by a court to disclose information;
e) Disclosure is necessary as part of an investigation 

If you share information about harming yourself or someone else, I will be required by law to notify the intended victim or to breach confidentiality to prevent you from harming yourself. In addition, under the new Duty to Warn guidelines, subsequent to Bill A1181, as a clinician I am also required to notify the chief law enforcement officer in the municipality/ township where you live, providing your name and address so that they can determine whether or not you have any firearms permits to revoke.

There may be times when I need to consult with a colleague or other professional about issues raised by clients in therapy. Client confidentiality is still protected during consultation by myself and the professional consulted. Signing this disclosure statement gives me permission to consult as needed to provide professional services to you as a client. 

You have the right to request that I only call you or leave messages at certain locations or phone numbers.  You also have the right to request a copy of your clinical records at any time; this request has to be made in writing. If you feel that any of the information in your clinical record is missing or is inaccurate, you may request in writing for me to amend the clinical record; you must inform me of the reason that you wish for me to make such changes. In addition, you may have other rights which are granted to you by the laws of our state, and I will be happy to discuss these situations with you as they arise.
Note about Confidentiality in Cases of Treatment of Minors or Children:

When treating children under the age of 18, information about the sessions may be disclosed to the parents based on my judgment about what will be helpful to share. I will generally give parents updates as requested about how treatment is going without sharing specific details from the sessions, unless I feel this would be clinically helpful or if safety issues are involved. I do my best to strike a balance between creating a safe space for the client to speak, while also involving parents so they feel included and can be helpful to the treatment process. If there are any special requests regarding confidentiality or privacy related to sessions with a minor client, please discuss with me ahead of time. 

4. Fees and Cancellations
My fee is $250 per session; sessions are 45 minutes. I do not accept insurance but can provide you with a superbill to submit to your insurance for out of network reimbursement, if you have out of network benefits. 

I have a 24- hour cancellation policy for missed sessions. 
Any no-shows or cancellations made less than 24 hours in advance will be charged for in full ($250), regardless of the reason for the cancellation. Please understand that last minute cancellations affect my practice and do not permit me to schedule another client for that time. If we are able to find a mutually agreeable time within the same week to reschedule for, I will not charge the cancellation fee. However, my availability to make this happen is not guaranteed. 

5. Emergencies
I do not provide emergency counseling services. If you are having a genuine emergency and cannot reach me by telephone, please either:

a) Call 911
b) Check yourself into the nearest emergency room 
c) Call 973-684-7792 (Psychiatric Emergency Services of Passaic County) or 201-262-HELP (Psychiatric Emergency Services of Bergen County). 
7. Signature

By your signature below, you are indicating that you understand this document and agree to its policies, and that you are giving consent for counseling treatment with Mirel Goldstein. In addition, your signature indicates that all questions about this document have been answered to your satisfaction.
Client Signature_______________________


Date______________

Client Signature 
Counselor’s Signature______________________


Date______________
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