
Raquel Vega, Psy.D., LLC
173 Huguenot Street, Suite 200

New Rochelle, NY 10801
Tel: (646)-357-3775

Agreement for Service

Rights and Risk of Therapy: You are urged to be fully involved in your care. You can 
terminate therapy at any time you wish. You have the right to divulge only what you 
want to be included in your records. You are urged to be open and honest. Your care 
may involve emotionally provoking subjects and scenarios. You are urged to challenge 
and push yourself towards change and healing. Therapists are warned against dual 
relationships. Gift giving is discouraged, please refrain when possible. 

 ____ I have read and agree

Confidentiality: I will not share your personal information or information about your 
treatment unless in the following situations: You provide permission, which you can 
revoke at any time. Your records are subpoenaed by the courts/attorney. You threaten 
harm to yourself or someone else. Information is provided to indicate abuse/neglect of 
children or vulnerable adults. You decide to take legal action against me or the practice. 
Even if the patient is a minor, confidentiality is still held to the highest regard. Discretion 
will be made for serious/life-threatening events to break confidentiality. All efforts will be 
made to maintain your confidentiality when possible. 

____ I have read and agree

Appointments: All office visits are by appointment. You are urged to be on time, most 
sessions will last 30 to 45 minutes. If you are more than 15 minutes late, your 
appointment may be cancelled. You are required to cancel your appointment at least 24 
hours in advance to avoid cancellation fee. Insurance companies will not pay for no-
show/cancellation charges. After 1 month of inactivity, your case will be considered for 
closure. I will contact you to attempt to re-engage you at least once and will close your 
case automatically if you do not respond or re-engage. Once closed, you are more than 
welcome to re-enter therapy when you are ready, provided that I am currently accepting 
new clients during that time. 

____ I have read and agree

Fees: The client portion of fees is expected at the time of service. You are responsible 
for any unpaid portions after insurance. Accounts become delinquent after (30) days. 
Accounts more than 90 days in arrears will be terminated. I accept cash, checks, Visa, 
MasterCard, & American Express. The card must be in your name or permission form 



sign by responsible party for you to use their card. There would be a $25 fee added to 
return checks. 

____I have read and agree

Current Fee Schedule: Initial Interview- $150.00 Individual Therapy Sessions: (50 
minutes): $130.00, (30 minutes): $65.00 Late Cancellation/No Show: $50.00

____I have read and agree

Handling of Crisis/Emergency Situations: My office hours are from Monday through 
Friday 9AM to 5PM. Messages are checked during the listed office hours. You can leave 
non-urgent, non-emergency messages with date, time and telephone number and I will 
get back to you within 24 hours. During our first session, we will establish a crisis plan. 
In the event of an emergency, you can call 24 hour Mental Health Crisis 1-800-273-
TALK ( 8255), 1-800-SUICIDE (1-800-784-2433) Line or go to your local Emergency 
Room for immediate assistance. 

____I have read and agree

Assignments of Benefits: I assign directly to Raquel Vega, Psy.D., LLC all insurance 
benefits, if, any, otherwise payable to me for services rendered. I understand I am 
financially responsible for all charges not paid by my insurance as well as collection 
fees or interest that may be added if the account should be placed with an outside 
collection agency. I authorize the use of my signature on all insurance submissions. The 
above name facility may use my healthcare information and may disclose such 
information to the named insurance company or companies and their agents for the 
purpose of obtaining payment for services and determining benefits or the benefits 
payable for related services. This consent will expire 1 year after I have been 
discharged from Raquel Vega, Psy.D., LLC. 

____I have read and agree

By signing below, I acknowledge that I understand and accept the stated office policies 
and agree to receive services with Raquel Vega, Psy.D., LLC. 

______________________________________________________
Signature of Patient/Guardian

_________________________________________________________
Printed Name of Patient/Guardian



___________________________
Date 


