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Robin Shaw, PhD, LPC, LCDC 

1907 N. Lamar Blvd. Suite 354 

Austin, Texas 78705 

 
Office Policy and Procedures 

 
Please read carefully our office policies and procedures. If you have any questions please don’t hesitate to ask. If you are 
a minor or if someone else is financially responsible for your services please have a second form signed by them prior to 
your first appointment. If you are a new patient you can fax this form and any other intake paperwork to 512-853-5551 or 
email to robin@drrobinshaw.com prior to your first appointment.  
 
Confidentiality: 
In accordance with the HIPPA Code of Federal Regulations (Code 290 d-2; Title 42, Ch.2) you have the right to full 
confidentiality. Your records are privacy protected and no information shall be disclosed without your written authorization. 
If you wish information to be released to an individual or entity you must sign a “Release of Information” which specifically 
identifies who you want information released to and for what purpose. Written records are not released to any entity.  
 
Services: 
Psychotherapy services include: individual, couples, family and group therapy. Individual psychotherapy is 45-50 minute 
visits. Couples, family and group therapy are generally scheduled for 75 minutes. While services can be terminated at any 
time it is strongly encouraged that patients take time for closure and aftercare planning. Therapy by phone or face time is 
available at the same hourly rate as face to face services. Note, insurance companies only reimburse for office visits. 
Phone visits, professional consults, legal services, crisis intervention, documentation etc. are all considered self pay.  
 
Payment: 
Please make your payment at the beginning of each visit; we accept cash, check or credit card (which has a $5.00 
processing fee). We encourage you to file your own claims and we will provide you with “insurance friendly” statements 
end of each month. If you need documentation or precertification just contact our office and we will be happy to help 
interface with your insurance company. 
  
Missed Appointments and Cancellations  
Appointments that are cancelled or rescheduled without 24 hours’ notice will be billed to the patient at our regular self-pay 
fee. Late starts on appointments are sometimes unavoidable; however, greater than 15 minutes will need to be 
rescheduled. As a courtesy, we try to send out text reminders the day before your scheduled visit. If you do not get a text 
from us you are still responsible for the appointment. Please call the office for verification to avoid unnecessary charges. 
__ _     _Initial 
 
Emergencies: 
To contact your therapist in the event of an emergency, follow the instructions noted above in the “Telephone Call” 
section. If you are unable to reach your therapist please contact your primary care physician, psychiatrist or call 911. You 
may also contact the Austin Help Line at 512.472.8996 or go to the nearest emergency room for assistance. 
 

Consent for Treatment 
 

I have read and agree to the “Policy and Procedures” noted above. I have decided to engage in therapy on my own 
volition without pressure from outside sources that have not been disclosed to my therapist. I understand that Dr. Shaw 
will be working with me in my best interest and for therapy to be effective I am committed to being an active participant in 
the process.  I authorize my provider to carry out evaluations, treatment and/or diagnostic procedures, which now or 
during the course of my treatment may become advisable. Therapy may be terminated in the event of a conflict of interest. 
Any concerns I have regarding my treatment I can address with my provider, the state licensing board or through 
arbitration. By signing below I take full responsibility for all charges incurred during the course of my treatment.  

 
  

 Patient Name 
 
 

Patient or Guardian Signature 
 
 

Date 
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