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TREATMENT PHILOSOPHY 
 
I believe in providing goal-oriented treatment.  This means that a treatment goal or 
goals are established after a thorough assessment.  All treatment is then planned with 
the goal in mind and progress is made towards the accomplishment of that goal in a 
time efficient manner.  If you ever have any questions about the nature of the treatment 
or anything else about the counseling process please ask.  
 
CONFIDENTIALITY 
 
All information between therapist and client is held strictly confidential unless: 
 
1. The client authorizes release of information with his/her signature. 
2.  The client presents a physical danger to self. 
3.  The client presents a danger to others. 
4. Child/elder abuse/neglect are suspected. 
 
With the exception of the first two cases, I am required by law to inform the legal 
authorities and potential victims so protective measures can be taken. 
 
FINANCIAL TERMS 
 
Fees for individual, couple and family therapy are $200 per 50-minute session.  Group 
psychotherapy fees are calculated monthly and fees vary depending on the group.  
Clients are expected to pay for their sessions in full at the time of their visit 
unless special arrangements are made in advance.  In case of need, lower fees may 
be arranged.   
 
There will be a $15.00 service charge for all returned checks. 
 
CANCELED APPOINTMENTS  
 
A scheduled appointment means that time is reserved only for you.  If an appointment is 
missed or canceled with less than 24 hours notice, you will be billed for the payment in 
full.   
 

(please sign the 2nd page) 
 



CONTACT AND EMERGENCY PROCEDURES 
 
I can be contacted at (310) 480-7324 or emailed at KristinaJacksonmft@gmail.com.  All 
messages will be returned within 24 hours.  If an emergency arises which cannot wait 
for a return call dial 911 immediately or go directly to the nearest emergency room. 
 
 
CONSENT FOR TREATMENT 
 
I authorize and request that Kristina M. Jackson, MFT carry out assessments and goal 
oriented treatment plans which now or during the course of my therapy is advisable.  I 
understand the purpose of these procedures will be explained to me upon my request 
and subject to my agreement.  I also understand that while the course of therapy is 
designed to be helpful, it may be uncomfortable. 
 
FOR MINORS 
 
A minor patient will benefit most from psychotherapy when his/her parents, guardians or 
other caregivers are involved and supportive of the therapeutic process.   
 
 
 
I understand and agree to all of the above information. 
 
 
______________________________________________________________________ 
Client (or Parent/Guardian)  Please Print      Date  
 
______________________________________________________________________ 
 Client (or Parent/Guardian)  Please Sign       Date 
 
 


