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David Sanchez, MS, LPC, LCAS, CSAT-Candidate, EMDR Therapist 
5970 Fairview Road, Suite 414 

Charlotte, NC 28210 
980-263-9608 (Phone) 

David@Charlottecounselors.com 
 

We are pleased that you have selected Charlotte Counseling Associates, PLLC and me, 
David Sanchez, as your licensed professional counselor and clinical addictions specialist. 
The purpose of this form is to provide information to you regarding your treatment, or the 
treatment of your adolescent.  Please read the entire document carefully and be sure to 
ask any and all questions you may have regarding its contents.   
 
THERAPY PROCESS AND APPROACH 
Over the last ten years I have had the pleasure of working with many wonderful individuals 
that needed a compassionate, objective and non-judgmental professional to work alongside 
them to reach their goals.  I use a personalized approach facilitated by one or more of these 
therapies: acceptance and commitment therapy, cognitive-behavioral therapy, choice 
theory, and brief solution focused therapy.  I also provide spiritual counseling upon 
request.  It is not unusual that as the counseling process progresses you may feel as though 
things are getting worse before they get better.  The more you practice what you learn in 
session towards your daily life; the better chance to see positive change.  Some examples of 
the assignments that I may give from time to time would include experiential and centering 
exercises, practicing new skills, journaling, and short readings.  I strive to make the 
relationship as open and honest as possible and will express my concerns as I hope you will 
also express yours. 
 
EDUCATION/LICENSURES & EXPERIENCE 

❖ I hold a Master’s degree in Counseling and Psychology from Troy University (2006).   

❖ I am Licensed in Professional Counseling, in Clinical Addictions, I am a Certified 

Sexual Addiction’s Therapist-Candidate and a E.M.D.R./Trauma therapist. 

❖ I have practiced professional counseling in North Carolina, post Masters, since 

January of 2007.  My primary specialty is in substance abuse, addictions, and 

anxiety, however; I also enjoy working with individuals and parents 

regarding adolescent behavioral issues, depression, self-esteem issues, anger 

management and work/life stressors etc.     

❖ I have successfully provided in-home family counseling to parents and their 

adolescents. In addition to working closely with these families, I was able to work 

closely with the judicial system, other extended family members and social service 

professionals in the community to best assist these families.   

❖ I have successfully provided addiction counseling services with adults in an out-

patient substance abuse treatment facility.  

❖ I have successfully directed and provided counseling at a private college’s Student 

Health and Counseling Center.  
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❖ I have successfully provided counseling in an outpatient group private practice and 

currently am fortunate to be the owner and therapist of this private practice.   

❖ These incredible and hard-working individuals and counseling experiences have 

allowed me to develop into the compassionate and professional counselor that I am 

today.   

 
THE NATURE AND EFFECT OF THE THERAPY PROCESS 
The counseling experience is a very personal, safe and joining experience between two 
people.  The most crucial aspects of this relationship are for you to experience a counselor 
that is non-judgmental, empathetic, patient and a good listener.  It is with all of these 
aspects that trust is earned.  My goal is to help you identify the people and valued-goals 
that are important to you and to work hand in hand to move you closer in that direction. 
The ultimate goal in counseling is to bring about positive change in your life.  Because of 
this, I will ask that you work both in and out of counseling sessions.  In some cases, change 
may occur in a short amount of time, however; this is dependent on each individual, their 
situation and how ready they are for change.  Just as with anything in life that you want 
to change, it will take work and patience, and specific results are not guaranteed. 
Together we will work to achieve the best possible results for you.  With that said, the 
rewards of moving closer to who and what matters to you, often brings more joy, health 
and vitality in your life.  After meeting with you, we will both agree upon what you would 
like to see change in your life, which may be accomplished with short-term and in some 
cases long-term therapy.    
 
Emergencies  
I do not provide any emergency therapeutic services and cannot promise that I will be 
available at all times. In the case of a medical and/or behavioral emergency, if I am not 
available, please contact 911 or head towards the local emergency room and request the 
psychiatrist on call. Here are the numbers to two local hospitals with emergency behavioral 
healthcare: 
 

CMC-Randolph Behavioral Health Center:  501 Billingsley Rd, Charlotte, NC 
28204, 704-444-2400   
 
Novant Behavioral Health: 200 Hawthorne Lane Charlotte, NC 28204,  
1-800-786-1585 

 
Client’s Rights/Complaints Procedure 

❖ My services will be rendered in a professional manner consistent with accepted 
ethical standards set forth by the North Carolina Board of Licensed Professional 
Counselors.   

❖ Your sessions are your time for both of us to work on the initial goals that you 
presented to therapy for, however; during the course of therapy you may also 
discuss current topics that you feel may be inhibiting you from moving forward with 
your initial goals.   
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❖ You may end our therapeutic relationship at any time but I would ask that you 
participate in a final closure session.   

❖ You have the right to refuse or negotiate modifications of any of my 
suggestions/techniques that you are not comfortable with. Please feel free to ask 
any questions regarding your treatment throughout the course of your therapy.  
 

If you are dissatisfied with any aspect of my work, please notify me immediately. I strive to 

provide professional and ethical care for my clients and will work diligently to see to it that 

my clients are satisfied enough to refer their friends, family and associates to me. If a 

problem arises requiring a legal remedy to solve, the client agrees to solve all problems 

through independent mediation and not to pursue formal litigation. If we are unable to 

resolve our differences, you may contact the:  North Carolinas Board of Licensed 

Professional Counselors at P.O. Box 77819 Greensboro, NC 27417or at 844-622-3572 

 
Confidentiality 
I regard the information you share with me with the greatest respect, so I want us to be clear as 
possible about how it will be handled. As a rule, I will tell no one what you tell me.  The privacy 
and confidentiality of our conversations, and my records, is a privilege of yours and is 
protected by state law and my profession’s ethical principles.  All records are property of 
Charlotte Counseling Associates, PLLC.  Adult records are held for at least seven years after the 
file is closed and then may be destroyed. Child records are kept for seven years after the child’s 
18th birthday, and then may be destroyed.  There are a few limitations and exceptions to a 
client’s confidentiality.   
 
1.  When we at the practice determine that you are a danger to yourself or someone else 
(suicide or homicide risk) 2.  You disclose abuse, neglect or exploitation of a child, elderly or 
disabled person; or that we have reason to believe that such things may occur.  3.  On rare 
occasions, Professional Counselors can be ordered by a judge to release information.  4.  
Insurance companies ask for information in the course of providing coverage.  This is usually 
basic information and diagnostic summaries, but may include more.  If you have any questions 
pertaining to this, please do not hesitate to ask. 

 
Counseling Relationship/Dual Relationships 
Your confidentiality is important to me and I work hard to maintain it. There may 
be opportunities for us to run into each other in a public setting. If I don’t approach 
you first, it’s because I’m protecting your confidentiality. Feel free to approach me 
if you would like to say “hi”, I don’t mind.  You will learn a great deal about me as we work 
together during your counseling experience, however; it is important for you to remember that 
I am prevented from attending any mutual social gatherings, receiving gifts from you, or 
purchasing any services or products from you. My goal is to help you feel comfortable with our 
professional relationship and meet your needs as a client. Please feel free to discuss this with 
me at any time. 
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Timeliness: 
❖ As a courtesy, I provide appointment reminders via email, upon request, however; it is 

the client’s responsibility to be on time with or without a reminder.   
 

❖ If you arrive late for a session (within the first 14 minutes) you will be given a one-
time courtesy.  However, if it occurs again you will be charged the entire session rate.  
As a counseling professional, I want to make sure you receive your full scheduled 
session. Insurance companies will not pay for a full hour if a client is not able to receive 
that full hour due to being late.  If you anticipate being late, I ask that you notify me via 
phone call within 15 minutes or sooner of the start of your appointment.  

 
❖ *No late charges will be assessed for the initial session, in the event that the  
client is having trouble locating my office. I encourage you to come 15-20 minutes early 
for the first session and 5 minutes early for each subsequent session. 

 
Missed Appointment/No-show 
❖ If you are more than 15 minutes late for an appointment, and have not contacted me, I 

will consider it a missed session and you will be responsible for a $75.00 missed 
charge for that session.  You may reschedule that appointment within 24 hours and 
the missed payment charge will be charged within 24 hours with my card on file policy.   

 
Cancellation/No-show: 

❖ Scheduling of an appointment involves the reservation of time specifically for you.  
If you are unable to keep your appointment, please call to cancel and reschedule at 
least 24 hours in advance of the start of your session. 
  

❖  If we do not receive such advance notice, you will be responsible for paying a 
$75.00 cancellation fee for that session.  
 

❖  Insurance will not pay for a missed appointment.  
 

❖ We often have clients who are on a waiting list for an appointment time.  Please give 
as much notice as possible to contact those individuals.  
 

**I am sensitive to the fact that true emergencies do come up which could lead to 
clients missing appointments within the 24-hour window of their next appointment.  
The only time I will waive my fees in the event of a serious or contagious illness, 
extreme weather, family or personal emergency.  
 
Length & Frequency of Sessions: 
Therapy sessions are typically 50 to 52 minutes in length.  However, we will schedule 
our sessions by mutual agreement and if agreed upon by both parties.  (With notice), 
session times can be extended and will be billed in 30-minute increments (on a self-pay 
basis).   
 



Professional Disclosure Statement, Counseling agreement, and Consent for Treatment Form 
5 

 

Please, initial here to indicate you have read and understand the information provided on this page ___________. 

 

Sessions usually take place on a weekly basis, but you and I may decide that more frequent 
sessions for a certain period of time may be of additional benefit.  Your consistent 
attendance greatly contributes to a successful therapy outcome.  Always remember 
that this is your therapy and that collaboration is encouraged and necessary for treatment 
to be successful.   
 
Fee Policy: (Self-Pay Clientele, Insurance information located on the next page) 

*I reserve the rate to change my fees once a year each January 1st.  If any changes occur, you 
will be notified at your next appointment. If you would like a receipt to submit to your 
health insurance company, out-of-network, please let me know during the first intake 
session.  
 
Initial Assessment/Consultation/First Session (60-70 min.)  $ 140.00 
Individual therapy (adult 52 min.)                 $ 140.00 
Individual therapy (adult 90 min.)      $ 200.00 
Group therapy (adult or adolescent 80 min.)                     $ 60.00 
 
Charges Not Covered by Insurance: 
 
Phone Sessions/Consultation (over 10 min.)        $ 140.00 (pro-rated 

hourly fee.)    

Missed Appointment/Late Cancellation (less than 24-hour notice) $ 75.00 

Letters/Reports/Forms/Professional Consultation                 $ 140.00 (pro-rated 

hourly fee)   

Records Requests        $ 35.00    

Legal/Court related fees (prep time, transportation, testimony)              $ 175.00 per hour  

*(6-hour minimum ($1050) to be paid up-front as a retainer, for all court testimony and 

related requests with an advance request of two weeks or more.  A $200 express charge 

will be billed up front for less than a two-week notice of appearance.  A credit will be given, 

of the time not used, if total legal/court related time spent is less than 6 hours) 

 
Client Signature: ________________________________________________ Date: _____________________________ 
 
Self-Pay Financial Policy/Payment Method:  All self-pay payments are expected at the 
time services are rendered at Charlotte Counseling Associates. Payment may be made by 
cash, check or credit card.   
Client Signature: _________________________________________________ Date: _____________________________ 
 
Health Insurance Clients: 
I am currently contracted with Blue Cross/Blue Shield and Carolinas Behavioral Health 
Alliance.   
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Insurance: If you have insurance coverage, our office will assist you in filing for 
reimbursement. You are responsible for any co-payments/co-insurance and paying in full 
until your deductible is met. We will not bill a 3rd party such as a parent or spouse, they 
may however prepay for your sessions if that is more convenient than paying each session. 
If you have insurance with a managed care company, you are responsible for 
obtaining authorization for the initial assessment. If we have not received 
authorization ahead of time, you will need to pay the full fee and you will be provided with 
a refund if your insurance company makes payment.  Please note that we file insurance as a 
courtesy to you and that you, not your insurance company, are ultimately responsible for 
your bill.  You are responsible for informing us of any changes in your insurance and/or 
demographic information. If you have any questions about this, please let me know.  
 
Client Signature: _______________________________________________     Date: _______________________ 
 
Informed Consent for Treatment 
I give my consent for the staff of Charlotte Counseling Associates, to provide a mental 
health evaluation and appropriate treatment to myself.  This consent covers the treatment 
by my therapist. 
Client Signature: ________________________________________________  Date: ________________________ 
 
Consent for Treatment of Medical and Psychiatric Emergencies 
I give consent for this office to initiate first aid measures, to contact my Primary Care 
Physician, or alert the emergency medical system, if needed.  I also consent for my 
emergency contact to be notified in such a circumstance. 
Client Signature: _______________________________________________________  Date: _________________ 
 
Individual Adolescent Counseling 

 

I must have the signature of the custodial parent before beginning counseling. 

Documentation may be required. 

_________________________________________________________   _________________ 

Adolescent Client Signature       Date 

_________________________________________________________  _________________ 

Parent/Guardian’s Signature/ Personal Representative  Date 

__________________________________________________________  _________________ 

Parent/Guardian’s Signature/ Personal Representative  Date 

Individual Adult Counseling (Please sign): 

 

______________________________________________________________  _________________ 

Individual Client’s Signature /Personal Representative  Date 

______________________________________________________________  _________________ 

Individual Client’s Signature /Personal Representative  Date 
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_______________________________________________________________ _________________ 

Counselor’s Signature       Date 


