
W. ROBERT ABER, PH.D.
CLINICAL PSYCHOLOGIST
30 NORTH MICHIGAN AVENUE
SUITE 701
CHICAGO, ILLINOIS  60602
_________________
(312) 855-0310
Welcome to my practice.  The following is some essential information about psychotherapy.  Please sign at the bottom to indicate that you have reviewed this information. 
Length and frequency of treatment:  Psychotherapy usually involves weekly sessions, but a twice-weekly schedule is not uncommon.  The frequency of sessions as well as the overall duration of treatment varies depending on the nature of your problem and your individual needs.  Sessions are 45 minutes in length.
Fee policies:  My fee for a therapy session is $ 175.  If you need to cancel an appointment, please notify me at least 24 hours in advance; otherwise I will charge you for the missed session.
If you carry mental health insurance coverage, I will send a monthly bill to your insurance company and assist you with obtaining reimbursement. 
Phone and emergency contact:  If you need to reach me between sessions, please do not hesitate to call me at 312-855-0310.  I am usually able to return calls within the day.  If you cannot reach me in an emergency, please either call a crisis line for assistance (Northwestern Memorial Hospital crisis intervention hotline: 312-926-8100) or go to the nearest emergency room.
Confidentiality:  All information you share with me will be kept strictly confidential and will not be disclosed without your prior written consent.  Even the fact that you are in treatment with me will not be shared with anyone.  By law, however, confidentiality is not guaranteed in life-threatening situations involving yourself or others (such as an imminent danger of suicide or homicide), or in situations in which children or elders are put at risk (such as sexual or physical abuse or neglect).
Freedom to withdraw:  You of course have the right to end therapy with me at any time.  If you wish to continue treatment with someone else, I will provide you with the names of other qualified psychotherapists.
I have read and understood the preceding information and I am in agreement with it.
______________________________________________
Signature                                                       Date 
                                                                                                                                            Over –>
Information Sheet
Name: ____________________________________________________
Address: ________________________________City ______________ State____ Zip_________
Home/Cell Phone: _____________________Work Phone: _____________________
Email address: __________________________________________
Date of Birth: ______________________
Employer: ____________________________
Emergency Contact: ____________________________________
Medical Insurance Co.: ____________________________________
Medical Insurance ID Number: _______________________________
Medical Insurance Group Number: __________________________
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