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DISCLOSURE STATEMENT

In accordance with the Washington Administrative Code and the revised Code of Washington, the following Client Disclosure Information is provided for the client and must be signed by both the client(s) and counselor. The client’s signature indicates that she/he has read and understands the information.

Introduction

I received my Master’s degree in Community Counseling at Seattle University.  I am a Washington State Licensed Mental Health Counselor (License # LC60730117). My practice includes working with individuals and families. I am advocate for mental health and for young people's rights. I have over 6 years experience working with young people and their families in many different capacities through organizations such as The Center for Human Services, The NW Network, Youth Eastside Services, Teen Link, Camp Ten Trees, and Youth Care. 

Counseling Approach

I work from a strength based, person centered perspectives and incorporate a variety of other therapy modalities and techniques to best meet the needs of my clients. I believe that we all have the capacity to make the changes we want to see in our lives as long as we invest in the process. I work from a place of mutual trust and respect-- meeting you where you are at and taking your lead as to the areas you are hoping to work on. I feel that you are the expert on your life and work collaboratively, alongside you, to create the changes you would like to see. I see my role as an ally/advocate and guide, drawing on your strengths, your abilities, your talents and your resilience to support you on your path toward your goals.

  

Fees, Cancellations and Payment

My base fee for psychotherapy is $100 for a standard session (50-55 minutes) with individuals. At times I may schedule a longer session (90 minutes) with families at $120. The $100 rate is pro-rated for consultation, evaluation, reporting, phone calls over 20 minutes or any other service needed.  The session fee will be charged for missed appointments and cancellations not made 24 hours prior to the scheduled appointment time. Payment for services is to be made at the time of each appointment, unless other arrangements have been agreed upon.  At this time I do not directly bill insurance companies.
Insurance 

Some insurance plans provide coverage for mental health services. It is your responsibility to pay me directly and seek reimbursement. I will be glad to provide you with a monthly statement of professional fees and services, any additional information your insurance company requires, or sign any forms. Please have the insurance company reimburse you.  You are responsible for paying the agreed upon fee whether or not your insurance company reimburses you or finds the therapy medically necessary.

Confidentiality

The content of therapy sessions will not be disclosed without written permission. There are exceptions to confidentiality-such as when such disclosure is pursuant to a court order or disclosure is pursuant to mandatory reportable instances involving suspected abuse or neglect or exploitation of a minor child, an elderly person, or a developmentally disabled person, or if there is imminent danger of suicide or homicide. Please review my HIPAA Compliance Notice of Privacy Practices for the most current legal description of private healthcare information and exceptions and exclusions per HIPAA regulations.

I request that you do not subpoena me, or my records, in any family court action.

Client Records

I keep records of the health care services I provide. You may ask to view, copy or correct these records. I will not disclose your records to others unless you direct me to do so or unless the law authorizes or compels me to do so. You have the right to see your records or get a copy of your records. There will be a fee for the copying of the clinical file.

Please indicate by signing below that you have read and understand this Disclosure Statement and give me permission to provide treatment to you.

____________________            ______________________________

Client Signature /Date

Counselor Signature/Date

________________________________________________________

Parent or Legal Guardian Signature (Required if Client under 13)/Date

________________________________________________________

Parent or Legal Guardian Signature (Required if Client under 13)/Date

____Check here to indicate that you have received a copy of my 

HIPPA Compliance Notice of Privacy Practices.
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Seattle Youth Counseling, PLLC.




