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I am a Licensed Clinical Psychologist. I received my doctorate in Clinical Psychology from The 
University of Indianapolis. I am licensed through the California Board of Psychology, and my 
California License Number is PSY25754. 
  
California Board of Psychology contact information:  
916-574-7720 (Office Main Line) or 866-503-3221 (Toll Free) http://www.psychology.ca.gov 

Practice Policies:  
1. Appointment times are reserved especially for you. Standard appointments are 45-50 

minutes in length. The purpose of our first meeting is to assess your reasons for seeking 
care, and whether my services and approach to treatment will best meet your needs. This 
evaluation phase may take one or more sessions depending on your history and range of 
presenting concerns. If you or I believe that you would be better served by another provider, 
I will do my best to assist you with an appropriate referral.  

2. The fee for a standard individual session is $140, and for a couples or family session it is 
$155. I do raise my fees periodically and will give notice before fee changes occur. Longer or 
shorter sessions are sometimes appropriate and are pro-rated accordingly. Requests for 
longer or shorter sessions need to be made in advance.  

3. If you have insurance for which I am an in network provider, the fee will be determined by 
your insurance company in the form of co-pays or deductibles. If you have insurance for 
which I am not an in network provider, you may have out of network benefits which may 
reimburse for all or some of the full fee (for out of network benefits, you will be responsible 
for the full fee at the time of your appointment). Payment for services is due prior to leaving 
the office after each session in the form of cash, check, or debit/credit card. A $15 service 
fee will be charged for returned checks. Arrangements are available to pay on a monthly 
basis. Sessions must be cancelled 24 hours in advance or you will be charged the full fee. 
This is because the hour is blocked specifically for you. If you are late, the appointment will 
end at the regularly scheduled time. For reports, letters, and other forms of documentation 
that you request, you will be charged your session fee prorated to the time spent writing 
and/or providing the requested documentation.  

4. My current office hours are Tuesdays through Fridays from 11 AM to 7 PM. If you need to 
contact me between sessions, please leave a message on my voice mail at 714-321-5539. I 
am often not immediately available; however, I will attempt to return your call within one 
business day. If you are experiencing a crisis that cannot wait for a callback, please call 911 
or go to your local emergency room. 

5. I am on several insurance panels, and only file insurance claims for these panels. If you have 
one of these types of insurance, you are responsible for your co-pay or deductible and I will 
bill your insurance for the remainder of the fee. If you have other insurance for which I am not 
on the panel, you will be responsible for the full fee of the service provided. You are 
welcome to contact your insurance to determine if you have out of network benefits, which 
may include reimbursement rates for services rendered by providers not on their panel. 
Please understand that this is an agreement between you and your insurance company, and 
there is no guarantee that they will cover all or even part of the services. I will provide you 
with a receipt to seek reimbursement from your insurance if you choose. But please 
understand that you are agreeing to be the sole responsible entity for payment in full of all 
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services that are provided. I will also provide appropriate documentation if you plan to use 
your Health Savings Account (HSA) or Flex Spending Account (FSA) for reimbursement.  

5. If accounts become delinquent (past 30 days) my office will begin collection procedures. I 
will attempt to contact you directly. If your account remains delinquent (past 90 days), an 
outside collection agency may be used and/or small claims court action taken. In such 
cases, nonclinical information may be released to assist in the collection of the amount due. 
You will be responsible for all court and legal fees incurred if the above action is necessary. 
A fee of one and one half percent per month (18% per year) may be added monthly to all 
outstanding accounts in excess of 30 days. 

6. Should you fail to schedule an appointment for three consecutive weeks, unless other 
arrangements have been made in advance, for legal and ethical reasons, I must consider the 
professional relationship discontinued. 

Privacy Policies:  
A Notice of Privacy Practices in compliance with the Health Insurance Portability and Accountability 
Act (HIPAA), describing how information may be used and disclosed and how you can get access to 
this information is provided to you. Please review it carefully.  

This notice tells you how I, Ashley K. Ledda, Psy.D., will protect your medical and psychological 
information, how I may use and disclose this information, and describes your rights. As a general 
rule, our sessions are private and confidential and information about them will not be released 
without your written permission. However, the law permits or requires exceptions to confidentiality 
in several circumstances, which are related to safety, coordination of care, and legal or payment 
reasons. Generally, these circumstances mean that I may need to disclose the minimum 
information necessary to provide needed services, obtain appropriate consultations, protect you or 
others from harm, or obtain payment for services, and are described in more detail below: 

A. If there is evidence that you pose a clear and imminent danger of harm to self and/or others, 
I will need to contact the proper authorities to protect you and/or others.  

B. California Law requires that anyone who learns of or suspects abuse or neglect of any 
person under the age of 18, or an elderly or disabled person, must report this information to 
the proper authorities.  

C. Psychologists are also required to report misconduct on the part of other psychotherapists 
(e.g. sexual misconduct). I can also assist you in filing your own report of such misconduct.  

D. A court ordered subpoena can require a psychologist to release information contained in 
records, or require a psychologist to testify in a court hearing. 

E. You may request in writing that your information be released to persons you designate. This 
may include coordination of care with other providers.  

Disclosure of confidential information may be required to your insurance company in order to process 
claims and obtain payment. 

If you are a minor, your parents may be legally entitled to some information about your therapy. I will 
discuss with you and your parents what information is appropriate for them to receive and which issues are 
more appropriately kept confidential. 

If we see each other accidentally outside of the therapy office, I will not acknowledge you first. Your right to 
privacy and confidentiality is of the utmost importance to me, and I do not wish to jeopardize your privacy. 
However, if you acknowledge me first, I will be more than happy to speak briefly with you, but feel it 
appropriate not to engage in any lengthy discussions in public or outside of the therapy office. 
If you have concerns about the outcome of your treatment, please feel free to discuss them with 
me. 

Due to the importance of your confidentiality and the importance of minimizing dual relationships, I 
do not accept friend or contact requests from current or former clients on any social networking 
sites. I believe that adding clients as friends or contacts on these sites can compromise your 
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confidentiality and our respective privacy. It may also blur the boundaries of our therapeutic 
relationship. If you have questions about this, please bring them up when we meet and we can talk 
more about it. 
I cannot ensure the confidentiality of any form of communication through electronic media, 
including text messages. If you prefer to communicate via email or text messaging for issues 
regarding scheduling or cancellations, I will do so. While I may try to return messages in a timely 
manner, I cannot guarantee immediate response and request that you do not use these methods of 
communication to discuss therapeutic content and/or request assistance for emergencies. 

Informed Consent for Treatment:  
The therapeutic relationship is unique in that it is a highly personal and at the same time, contractual 
agreement. Given this, it is important for us to reach a clear understanding about how our relationship will 
work, and what each of us can expect. This consent will provide a clear framework for our work together. 
Feel free to discuss any of this with me. Please read and indicate that you have reviewed this information 
and agree to it by signing at the end of this document. 

You understand that the therapeutic relationship begins with an evaluation of your needs. You understand 
that I am not obligated to accept a referral, and will be deciding whether or not I am the appropriate 
provider for you. You will also be deciding whether or not you wish to enter into a therapeutic relationship 
with me. 

You have taken a very positive step by deciding to seek therapy. The outcome of your treatment depends 
largely on your willingness to engage in this process, which may, at times, result in considerable 
discomfort. Remembering unpleasant events and becoming aware of feelings attached to those events 
can bring on strong feelings of anger, anxiety, depression, etc. I cannot promise that your behavior or 
circumstances will change. I can promise to support you and do my very best to understand you and 
repeating patterns in your life, as well as to help you clarify what it is that you want for yourself. 

If at any point in time, I determine that I am not able to provide the exact services that you require, this will 
be discussed with you and, if appropriate, treatment will be terminated. You also have the right to 
terminate treatment at any time. In either case, you will receive a number of referrals that may be of help to 
you.  

I understand and agree to all of the above information. 

____________________________________  ______________ 
Signature of Patient     Date 

____________________________________ ______________
Printed Name of Patient    Date 

____________________________________  ______________ 
Signature of Parent/Guardian   Date 

____________________________________ ______________
Printed Name of Parent/Guardian   Date 
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