ILDIKO TABORI, PH.D.

INFORMED CONSENT

I, , GIVE MY INFORMED
CONSENT FOR PSYCHOTHERAPEUTIC TREATMENT AND/OR
PSYCHOLOGICAL/NEUROPSYCHOLOGICAL ASSESSMENT TO ILDIKO
TABORI, PHD, A LICENSED PSYCHOLOGIST IN THE STATE OF
CALIFORNIA.

I UNDERSTAND THE PAYMENT ARRANGEMENT | HAVE MADE TO BE AS
FOLLOWS:

® THE FEE FOR A 45-MINUTE SESSION OF PSYCHOTHERAPY IS
$200.00, TO BE PAID IN FULL AT THE CONCLUSION OF EACH
SESSION UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE
(I.E., BILLING PRIMARY AND SECONDARY MEDICAL
INSURANCE OR OTHER AGREED UPON FEE).

®* THE FEE FOR A STANDARD PSYCHOLOGICAL OR
NEUROPSYCHOLOGICAL EVALUATION IS $2,000.00, TO BE
PAID IN FULL AT THE CONCLUSION OF EACH TESTING SESSION
UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE (I.E.,
BILLING PRIMARY AND SECONDARY MEDICAL INSURANCE OR
OTHER AGREED UPON FEE).

®* | UNDERSTAND THAT SCHEDULED SESSIONS OR EVALUATIONS
THAT ARE NOT CANCELED WITH AT LEAST 24-HOUR NOTICE ARE
BILLED AT THE FULL RATE. THERE IS NO CHARGE FOR
SESSIONS WITH AT LEAST 24-HOUR NOTICE.
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