
CASCADE CHRISTIAN COUNSELLING ASSOCIATION 
www.cascadechristiancounselling.com 

E-mail:  info@cascadechristiancounselling.com 
201, 14980 – 104

th
 Avenue 

Surrey, BC  V3R 1M9 
Phone:  604-585-1411   Fax:  604-585-1413 

1-877-585-1411 
 

COUNSELLING AGREEMENT 
 
Upon entering into counselling at Cascade Christian Counselling, I understand and agree to the following: 
 
CONFIDENTIALITY: 
All information obtained during the counselling sessions is strictly confidential between yourself and your counsellor.   
 
There are exceptions when information must be provided with or without your consent, namely: 

a) when the counsellor assesses that you may be a danger to yourself or others; 
b) where there is suspicion of child abuse; 
c) if you are or will be involved in a court case and files are subpoenaed. 
 

As counsellors, we have the legal responsibility to notify the proper authorities under these circumstances. 
 
If your spouse or partner participates in therapy, your counsellor will decide in consultation with you whether the therapy will consist of joint 
sessions, individual sessions, or a combination of both.  Information that comes up during individual sessions can be shared openly during 
joint or individual sessions, unless specifically requested otherwise. 
 
 
 
MISSED APPOINTMENTS AND LATE CANCELLATIONS: 
You are responsible for notifying the counsellor at the number listed above atleast 24 hours in advance of a scheduled appointment if you 
need to change or cancel that appointment.  If you do not give 24 hours advance notice to the counsellor, you may be charged a cancellation 
fee of half the amount you would normally have been charged for attending the appointment.   
 
 
 
FEES:  
Payment for telephone counselling is payable by credit card and due 24 hours before each session.   

 
As a non-profit agency (registered charity), we are able to offer a sliding fee scale based on income.  No GST is charged.  We will attempt to 
be as flexible as possible in determining your fee and will try very hard to not let fees be the obstacle to your coming in for counselling 
assistance. 
 
Sessions normally are scheduled for 50-60 minutes.  For sessions lasting more than one hour, the fee listed below will be the hourly rate.   
 
 
 
 
 
 
 
 
 
After payment has been received for counselling services, our office, upon request, will issue you a receipt for the clinical counselling 
services provided to you. 
  

 
 
 

 
 
 
 

Gross Family Income (annual)  Fee per session 
     $55,000 and over        $100.00 
     $45,000 - $55,000            90.00 
     $35,000 - $45,000             80.00 
     $25,000 - $35,000            70.00 
              $0 - $25,000            60.00 



CASCADE  CHRISTIAN  COUNSELLING   ASSOCIATION 
#201 – 14980 – 104th Avenue,   Surrey, BC      V3R 1M9 

Phone:  1-877-585-1411           Fax:  604-585-1413 
             For Office Use: 

C L I E N T   I N F O R M A T I O N – Telephone Counselling STATEMENT OF UNDERSTANDING  File #:……………. 

             Therapist: ……….. 

 
……………………………………………………………………………………………………………………          …………………… 

 

      (Surname)   (First Name)  (Middle Name)                                      (Date)    
 
……………………………………………………………………………………………………  ……………………………….  
  (Mailing Address)  (City)  (Postal Code)            (Home Phone )  

 

……………………………………      ………………………………………………..……..       ………………………………  . 

 (Fax number)       (Email address)             (Cell phone) 

 

 
Date of Birth: ………………………………………………..….  Age:  …………… Sex:   M …..   F ….. 

Marital Status:   Single …..;   Married …..;  Common-law …..;  Widowed …..;   Divorced …..;   Separated ….. 

 

 

How did you hear about Cascade?   Pastor .….   Doctor .…..   Family .………………………..   Friend …………………………  

Internet ……..  Christian Fam. Directory …….  Yellow Pages ……..  Poster ………..  Other(please specify) ……………………… 

If Yellow Pages, under what heading did you find our listing? ………………………………………………………… 

If Internet, how did you find our website?  ……………………………………………………………………………….. 

 

 
Name and Phone Number of your Medical Doctor in case of emergency: 

 

 (for self)          Name: …………………………………  Address:  ……………………………………………Phone: ……………… 

 (for spouse)    Name………………………………….  Address:  …………………………………………… Phone: ……………….. 

 

 

Family Members: 

            Living at home? 
                               Name                                           ____Date of Birth                Yes        No__        
Spouse  
(or parents): …………………………………………………… ………………………….   ……….  ……… 
 
Children …………………………………………………… ………………………….   ……….  ……… 

(or siblings):   …………………………………………………… ………………………….   ……….  ……… 

  …………………………………………………… ………………………….   ……….  ……… 

  …………………………………………………… ………………………….   ……….  ……… 

  …………………………………………………… ………………………….   ……….  ……… 

 
By signing below, I (for joint counselling, both partners must sign) agree that I have read and understand the conditions 
outlined in the Counselling Agreement for telephone counselling.   I have reviewed and agree to the scope of telephone 
counselling service, and specifically the ‘Limitations of Service’ and affirm that I am over 18 years of age. 
 

My fee will be $……….. per session.  I understand and agree that the fee will be charged to my Mastercard   or VISA  

Card No.       Expiry: /   

 
 

 
………………………………………………..……    ………………………………………………… 
        ( Signature )        ( Signature )    
10/09 
clientinfo 

Messages OK? 
YES     NO  

Messages OK? 
YES     NO  


