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OFFICE POLICIES 

 
Confidentiality 
As a client your relationship with me is confidential.  This means that no information about 
you will be disclosed to anyone without your clearly expressed (usually written) consent.   
Exceptions to confidentiality are: 
 

• When you might harm yourself unless protective measures are taken. 
• When you are seriously threatening harm to someone else. 
• When there is a reasonable suspicion of dependent adult, elder or child abuse. 
• When you disclose that you have possession or control of material where a child is 

engaged in an obscene sexual act.  This includes material downloaded, streamed or 
shared through electronic or digital media. 
 

My records are subject to subpoena by the courts, and if ordered to do so by a judge, I 
would be required to release records and in rare instances, testify in a deposition or court. 
 
The law allows me to speak about you to another health care provider for the purposes of 
treatment.  However, unless there is an emergency, I will try to obtain your consent 
before doing so.  I am also allowed to share information with insurance companies and/or 
collection agencies in order to secure payment and to disclose information for the 
purposes of peer review to ensure my practices meet professional standards.  For a more 
detailed description of confidentiality and patient rights please ask to see my Notice of 
Privacy Practices. 
 
Office Hours 
I generally schedule client appointments Monday through Wednesday 10:00 a.m. to 5:00 
p.m., Thursday from 10:00 a.m. to 12:00 p.m., and other times as arranged.   
 
Phone Calls 
If you need to talk to me between scheduled sessions, please call me at (707) 283-0048.  If 
you are in need of immediate crisis support and cannot reach me, call 911 or Psychiatric 
Emergency Services (707-576-8181).  I do not charge for calls of less than 10 minutes.  
  
Sessions 
In order for therapy to be most effective, it is important to meet consistently.  Sessions 
are 50-55 minutes and take place at regular intervals.  Sessions begin at the scheduled 
time, or if you are late, when you arrive.  Even if you arrive late your session will end on 
time, and I will charge you the full fee for the session.  Your therapy session includes the 
business of scheduling and payment.  Writing your check in advance will help maximize 
your time in therapy.   
 
Cancellations  
Since continuity is an integral part of therapy, it is best if cancellations are kept to a 
minimum.  I reserve your appointment time for you.  If you must cancel an appointment, 
please give as much notice as possible.  The minimum time required to cancel an 
appointment is 24 hours before the session time.   Sessions cancelled with less than 24-
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hours notice will be charged at my usual session rate. It is important to know that 
insurance companies will not pay for unattended sessions and that the late cancellation 
fee is for the full cost of the session, not just your co-pay.  Please cancel your sessions by 
telephone.  You may do this at any time by calling (707) 283-0048 and leaving a voice 
message if I do not answer in person.  If you decide to email or text me, please limit 
messages to information you would not object to someone else reading (e.g., 
scheduling/confirming appointments).  The most secure way to communicate with me 
outside of sessions is by telephone.   
 
 
 
ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY POLICY  
 
I acknowledge that a copy of this office’s Notice of Privacy Practices is available to me 
upon request.           
           _________ 
           Initials 
 
ACKNOWLEDGEMENT OF SECURITY RISKS OF ELECTRONIC COMMUNICATIONS  
 
I understand that since electronic transmissions such as texts and emails can be 
intercepted, there is no guarantee of privacy for confidential information sent this way.  I 
acknowledge Dr. Stadtner’s recommendation that my communications with her take place 
in our therapy sessions or by telephone and that if I do choose to communicate 
electronically, I limit my messages to information that I would not object to someone else 
reading.   
           _________ 
           Initials 
 
SIGNATURE 
 
I have read, understood and agree to the above stated Office Policies. 
 
 
             
Signature      Date 
 
       
Printed Name 
 
 
	


