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NORTHSHORE CLINIC & CONSULTANTS
W67N222 Evergreen., Suite 209, Cedarburg, WI 53012
207 E. Buffalo St., Suite 510, Milwaukee, WI 53202
2363 S. 102nd St., Suite 203, West Allis, WI 53227
1615 Barton Ave., West Bend, WI 53090
Main Office Phone 262-375-1116

Reunification Therapy
Informed Consent and Service Agreements

1. Purpose of Reunification Therapy
Reunification therapy is a structured therapeutic intervention designed to address disruptions or breakdowns in the relationship between a child and a parent following separation, divorce, high-conflict parenting disputes, or extended interruption of contact.
The goals of reunification therapy may include:
· improving communication between family members
· addressing relational barriers between parent and child
· supporting emotional safety and stability for the child
· repairing or strengthening the parent-child relationship
· reducing family conflict that negatively affects the child
Reunification therapy is child-focused and guided by the principle of supporting the child’s psychological well-being and developmental needs.
2. Nature of Reunification Therapy
Reunification therapy differs from traditional individual therapy.
Key characteristics include:
• multiple participants (parents and child/children)
• individual, parent-only, and joint sessions
• gradual progression toward increased parent-child interaction
• structured interventions and goals
• coordination with legal and professional stakeholders
Participation in reunification therapy does not guarantee a specific outcome, such as restoration of visitation or custody changes.
Progress depends on multiple factors including:
· participation of family members
· emotional readiness of the child
· safety considerations
· compliance with court orders and therapy recommendations
3. Components of the Reunification Therapy Process
Reunification therapy generally occurs in several phases.
Intake and Orientation
During this phase the therapist will:
· review court orders and relevant documents
· explain the reunification therapy process
· clarify roles and expectations
· obtain informed consent from participants
Assessment Phase
The therapist will conduct a comprehensive assessment that may include:
· clinical interviews with each parent
· interviews with the child(ren)
· review of legal and psychological records
· parent-child interaction observations
· structured assessment tools
· psychological screening measures when appropriate
The purpose of assessment is to understand:
· the history of the parent-child relationship
· the sources of resistance or estrangement
· developmental and emotional needs of the child
· family dynamics affecting the child
Treatment Planning
Following assessment:
· treatment goals will be developed collaboratively
· goals will be based on assessment findings and clinical judgment
· the treatment plan may evolve as therapy progresses
Therapeutic Intervention
Interventions may include:
· parent education and coaching
· emotional regulation skills
· communication and conflict reduction strategies
· gradual exposure to contact between parent and child
· structured parent-child interaction sessions
Monitoring and Adjustment
Treatment goals may be modified depending on:
· child readiness
· safety considerations
· participation and cooperation
· therapeutic progress
4. Role of the Reunification Therapist
The reunification therapist is a neutral mental health professional whose primary responsibility is the well-being of the child and the therapeutic process.
The therapist’s role includes:
· conducting assessment and treatment planning
· facilitating therapy sessions
· providing parent coaching and psychoeducation
· monitoring emotional safety
· offering clinical recommendations when appropriate
The therapist does NOT serve as:
· a custody evaluator
· a parenting coordinator
· a legal advocate for either parent
· a judge or legal decision maker
The therapist does not determine custody or visitation arrangements. Those decisions remain the responsibility of the court.
5. Collaboration With Legal and Professional Stakeholders
Reunification therapy frequently occurs within court-involved family systems. The therapist may communicate with relevant professionals when appropriate, including:
· attorneys for either parent
· Guardian ad Litem (GAL)
· child representatives
· parenting coordinators
· custody evaluators
· other therapists involved in the case
· court personnel
Communication may include:
· treatment coordination
· safety concerns
· compliance with therapy recommendations
· scheduling of therapeutic interventions
The therapist may provide written reports or summaries when authorized or required by court order.
6. Legal Issues and Role of Attorneys
The therapist does not provide legal advice.
Attorneys representing the parents are responsible for:
· clarifying legal questions
· advising their clients regarding court orders
· interpreting legal requirements relevant to therapy
Participants are greatly encouraged to consult their attorneys regarding legal matters related to the case.
7. Release of Information (ROI)
Release of Information (ROI) forms must be signed for each professional involved in the case.
This may include:
· attorneys
· Guardian ad Litem
· custody evaluators
· parenting coordinators
· other therapists
· court personnel
Clinical reports, summaries, and relevant records may be released to all appropriate parties involved in the case when:
· authorized by signed releases
· required by court order
8. Confidentiality and Limits of Confidentiality
It should be noted that Reunification therapy typically involves limited confidentiality due to the court-involved nature of the work.
Information discussed in therapy may be shared with:
· attorneys
· Guardian ad Litem
· court-appointed professionals
· the court when required
Participants should understand that statements made during therapy may become part of legal proceedings if records are subpoenaed or court-ordered.
9. No-Secrets Policy With Children
Because reunification therapy involves multiple participants the therapist cannot guarantee confidentiality between family members. Information shared by a child may be discussed with parents when clinically appropriate and necessary for treatment. The therapist may use professional judgment to determine what information should be shared.
10. Duty to Warn / Duty to Protect
The therapist is legally and ethically required to break confidentiality if there is:
• risk of harm to self
• risk of harm to others
• suspected child abuse or neglect
• abuse of vulnerable individuals
• court orders requiring disclosure
In such situations the therapist may contact:
· child protective services (CPS)
· law enforcement
· other appropriate authorities
11. Expectations for Participants
Participants are expected to:
· attend scheduled sessions consistently
· communicate respectfully
· follow treatment recommendations
· support the therapeutic process
· encourage the child’s participation
Parents are expected to avoid exposing the child to adult legal conflict. Failure to comply with these expectations may interfere with therapy progress.
12. Treatment Goals
Treatment goals will be developed based on assessment findings.
Goals may include:
· rebuilding trust in the parent-child relationship
· improving communication
· reducing fear or avoidance
· increasing emotional understanding
· supporting safe and healthy parent-child contact
The pace of reunification will depend on:
· clinical judgment
· child readiness
· safety considerations
13. Communication Policies
Communication between sessions should be limited to:
· scheduling
· logistical coordination
Therapeutic issues should be addressed during scheduled sessions. Email and text communication may not be fully secure.
14. Records Requests and Subpoenas
If records are requested by subpoena or court order:
· the therapist may be required to release records
· the therapist may seek legal consultation before responding
Participants are responsible for any costs associated with:
· record preparation
· legal consultation
· court testimony
15. Court Testimony
Reunification therapists generally avoid serving as expert witnesses whenever possible. However, if testimony is required by subpoena or court order:
Fees may apply for:
· preparation time
· court appearance
· travel time
· consultation with attorneys
16. Fees and Payment for Services
** ALL Payment is due at the time of service.
Fees may include:
· therapy sessions
· record review
· any contact with therapist outside of session 
· report writing
· consultation with other professionals
· court-related services
Session Fee: $250
Extended Session Fee: $300
Professional Consultation (e.g., talking with GAL): $150
Report preparation, email responses, phone calls: $100 per 30min increments 

Fee responsibility may be:
· shared between parents
· determined by court order
17. Potential Risks of Reunification Therapy
Reunification therapy may involve emotionally difficult conversations. These experiences may be part of the therapeutic process.
Possible risks include:
· increased emotional distress temporarily
· resurfacing of family conflict
· discomfort during discussions of past events
18. Potential Benefits
Possible benefits include:
· improved communication
· reduced family conflict
· increased understanding between family members
· improved parent-child relationships
Outcomes cannot be guaranteed.
19. Voluntary Participation
Participation may be voluntary, or court ordered. Engagement in therapy requires active participation from all parties.
20. Consent and Agreement
By signing below, participants acknowledge that they:
· have read and understood this document
· have had the opportunity to ask questions
· agree to participate in reunification therapy under these terms
Parent / Guardian Signature: __________________________
Date: __________________
Parent / Guardian Signature: __________________________
Date: __________________
Therapist Signature: __________________________
Date: __________________
Attorney Signature (optional) 
Date: __________________

















Financial Policy Payment
By signing this financial policy, I understand that reunification therapy is not covered under health insurance and services are self-pay and that all payment is due at the time of service.
Cancellation and Missed Appointment Policy:
Participants must provide 24-hour notice for cancellations. Failure to do so may result in a cancellation fee of $100. 
Appointments that are missed without notification ("no-shows") will be charged the full session fee ($250). This fee is your responsibility. Repeated missed appointments may disrupt therapy and delay progress.
Late Payments:
Late Payments: Payments not made within 30 days of receiving a bill will be considered past due. If your account becomes delinquent, we reserve the right to suspend or terminate all services until the balance is paid. 
For your convenience, we require a credit card on file to cover fees, and any outstanding balances. Your card will be charged if: you fail to pay your balance by the agreed-upon due date and/or cancellation fee or missed appointment fee is incurred.
By signing below, I acknowledge that I have read and understand Northshore Clinic and Consultants' Financial Policy. I agree to the terms and understand that I am financially responsible for all charges incurred. 
• Patient Name (Printed): 
• Date of Birth: 
• Card Number:
o Card Type (e.g., visa, debit, credit):
o Expiration Date:
o Security Code:

Parent(s) Signature: __________________________         Date: _________________________
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Welcome to Northshore Clinic and Consultants
Thank you for choosing us for your mental health care. Please complete this form in its entirety before your first appointment. All information provided is confidential and protected by HIPAA regulations.
Section 1 — Family Background

Parent Completing Form: __________________________
Name: 
Home Phone:
Cell Phone: 
Work Phone: 
Email: 
Home Address:

Relationship to Child: __________________________
Child(ren) Name(s) & Age(s):
Name(s): 
Age(s):
School/Grade:




1. When did the parents separate or divorce?

2. What is the current custody arrangement?

3. Is there a current court order related to custody or reunification therapy?
☐ Yes
☐ No
If yes, please describe:

4. How long has the child had limited or no contact with the parent involved in reunification?


Section 2 — History of Parent-Child Relationship
Please describe the relationship between the child and the reunifying parent before the separation or conflict.


How frequently did the parent see the child prior to the disruption?
☐ Daily
☐ Several times per week
☐ Weekly
☐ Occasionally
☐ Rarely
Section 3 — Current Relationship
How would you describe the child’s current feelings toward the parent involved in reunification?
☐ Warm/positive
☐ Neutral
☐ Avoidant
☐ Fearful
☐ Angry/hostile
Please explain:

What behaviors does the child show when contact with the parent is discussed?

Section 4 — Concerns About Contact
Do you have concerns about the child spending time with the parent involved in reunification?
☐ Yes
☐ No
If yes, please explain:

Have there been any allegations of abuse, neglect, or unsafe behavior?
☐ Yes
☐ No
If yes, please describe:

Section 5 — Child’s Emotional and Behavioral Functioning
Has the child experienced any of the following?
☐ Anxiety
☐ Depression
☐ Anger outbursts
☐ School difficulties
☐ Social problems
☐ Sleep problems
☐ Trauma history
Please explain any concerns:


Section 6 — Previous Therapy or Evaluations
Has the child previously participated in therapy?
☐ Yes
☐ No
If yes:
Therapist name: __________________________
Dates of treatment: __________________________
Reason for therapy:


Section 7 — Parent Perspective
What do you believe are the main reasons the relationship between the child and the other parent has been disrupted?

What changes would you like to see in the relationship?


Section 8 — Goals for Reunification Therapy
What are your goals for reunification therapy?

What concerns do you have about the reunification process?


Section 9 — Additional Information
Is there any other information that may help the therapist understand your family situation?


Signature: __________________________
Date: __________________________


[image: A logo of a tree

Description automatically generated]
Parent Behavior Expectations Agreement
Purpose:
This agreement outlines behavioral expectations for parents participating in reunification therapy. The goal is to ensure that therapy remains child-focused, respectful, and therapeutically productive.
Parent Expectations
Parents participating in reunification therapy agree to:
1. Support the Child’s Relationship with Both Parents
Parents agree to avoid behaviors that undermine the child’s relationship with the other parent.
Examples include:
• discouraging contact
• making negative comments about the other parent
• involving the child in adult legal disputes
2. Avoid Exposing the Child to Conflict
Parents agree to avoid:
• arguing in front of the child
• discussing court matters with the child
• asking the child to take sides
3. Follow Therapeutic Recommendations
Parents agree to:
• follow guidance from the therapist
• support therapeutic exercises or assignments
• encourage the child’s participation in therapy
4. Communicate Respectfully
Parents agree to communicate respectfully with:
• the therapist
• the other parent
• the child
Harassment, intimidation, or aggressive behavior will not be tolerated.
5. Maintain Boundaries Around the Child
Parents agree not to:
• question the child about therapy sessions
• pressure the child to report on the other parent
• coach the child about what to say during therapy
6. Support the Child’s Emotional Safety
Parents acknowledge that the child may experience mixed emotions during reunification therapy.
Parents agree to:
• allow the child to express feelings
• avoid dismissing or minimizing the child’s experience
7. Respect the Therapeutic Process
Parents understand that:
• progress may occur gradually
• the therapist may structure sessions to support emotional safety
• not all sessions will involve joint parent-child contact immediately
Agreement
By signing below, I acknowledge that I understand and agree to the behavioral expectations outlined above.
Parent Signature: __________________________
Date: __________________________
Parent Signature: __________________________
Date: __________________________
Therapist Signature: __________________________
Date: __________________________
[bookmark: _pv5aeihd1n5r]Northshore Clinic and Consultants
[bookmark: _no2mgrqt0g9u]Telehealth Consent and Electronic Signature Authorization Form

[bookmark: _cp378wi2rcn0]Telehealth Consent
Telehealth involves the use of electronic communications to enable clinicians to connect with patients for remote healthcare services. By signing below, I agree to receive telehealth services from Northshore Clinic and Consultants.
Please review each statement below and initial to indicate your understanding and agreement:
[Initials: __________] I understand that I have the right to withhold or withdraw consent to telehealth at any time without affecting my right to future care or treatment.
[Initials: __________] I understand that telehealth may involve risks such as technology failures or unauthorized access to data.
[Initials: __________] I agree that telehealth is not appropriate for emergencies and that I will contact 911 or go to the nearest emergency room in such cases.
[Initials: __________] I understand that I may be responsible for co-pays or fees associated with telehealth services.
By signing below, I consent to participate in telehealth services.
Parent Signature: ______________________________________
Date: ______________________

[bookmark: _8eeog2cip3p4]Electronic Signature Authorization
By signing this form, I agree that my electronic signature, in any font or format, is the legally binding equivalent of my traditional handwritten signature.
I understand that this electronic signature may be used on all applicable documents related to my care at Northshore Clinic and Consultants, including, but not limited to:
· Initial Assessments
· Diagnostic Forms
· Treatment Plans
· Progress Notes
I give consent for my Clinician/Therapist to use my electronic signature in conjunction with these forms and any other clinical or administrative documents required during the course of my treatment.
Parent Signature: ______________________________________
Date: ______________________




Notice of Confidentiality: These forms and any attachments are intended only for use by the addressee(s) and may contain privileged or confidential information. Any distribution, reading, copying, or use of this communication, and any attachments, by anyone other than the proper addressee, is strictly prohibited and may be unlawful. If you have received this letter in error, please immediately give notification by calling (262-375-1116), and permanently destroy or delete the original and any copies. 
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