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Disclosure Statement 
                                                              
Before we start counseling it is both my desire and a requirement of Washington State law to provide you with the following information. Signing 
this form establishes our contract for therapy services.       
                           
Training and Degree  
I received my Bachelor of Science degree in Physical Therapy. For several years I worked in acute care hospitals, rehabilitation facilities, skilled nursing 
facilities, outpatient clinics and in home health as a physical therapist with people of all ages. Later, I received my Master of Arts degree in Counseling 
Psychology. 
  
Counseling Orientation 
I view the counseling process as one that is based upon the formation of a dynamic alliance with you, the client(s), to explore the nature of your dissatisfaction 
or discontent. I believe that the struggles that bring us to therapy are often symptoms of deeper unsettledness. Thus to address the current symptoms of our 
distress we often need to look beneath the surface and reflect on our lives up to this point, and use that data to enhance our awareness and assist us in 
deliberately and consciously choosing who we want to be. I believe that relationships are immeasurably influential upon the development of our beliefs, ideas, 
thoughts, and choices. Via this approach we can explore the intricacies of these relationships and their influence on your specific struggles in an effort to find 
and address the sources of these struggles. We will explore how your way of relating contributes to the nature of your relationships, with the hope of cultivating 
awareness, acceptance, and volition.  By seeking and attending to the source of your distress we will address the symptoms as well.  

 
Our relationship is the primary context for change.  My role as a therapist is to create a safe space for you to discover and live out your truest self.  We will 
work together to identify fears and obstacles stemming from the present and the past that keep you from relating most authentically with others.  Your ability 
to be open and honest with me will greatly enhance the effectiveness of your therapy.  In addition, I believe that many issues that bring us to therapy have a 
physical component.  In such cases, consultation with other health care practitioners will be advised.  If at any point you have questions or concerns about our 
relationship or the direction of our work together, please feel free to address these with me.  

  
Confidentiality 
There is a legal privilege in the state of Washington protecting the confidentiality of the information that you share with me. As a professional, I can assure you 
that I strive to maintain the strictest ethical standards of confidentiality. There are legal exceptions to client confidentiality. The following situations are those 
in which the information you have shared with me may be shared with others: 
 
1. If you sign a Consent to Release Information form. 
2. If you are a minor, I may discuss with your parents or guardians some of the information from counseling. If you are a minor and a victim of a crime, 

I may testify at an inquiry concerning the crime.  
3. If you and your partner are both seeing me for couples counseling, I may, at my discretion, discuss information with your spouse that you have 

revealed to me, unless you specifically indicate that certain information is confidential. 
4.  In the event of a medical emergency, information deemed necessary for treatment may be released.  
5. In the event of a threat of harm to oneself or someone else, if that threat is perceived to be serious, the proper individuals must be contacted. This may 

include the individual(s) against whom a threat is made. A counselor is not required to treat as confidential a communication that reveals the 
contemplation or commission of a crime or harmful act. 

6. In the event of suspected abuse of a child, dependent adult or elder, proper authorities must be contacted. The abuse does not have to be personally 
witnessed by the counselor.  

7.  If you register a complaint with the Washington State Department of Health, information will be released as requested or required by the State to 
resolve the issue.  

8. If ordered by a judge or other judicial officers, information regarding your treatment must be disclosed. 
9.  If an attorney in the state of Washington duly subpoenas your records, they will be released unless you file a protection order within 14 days of the 

subpoena. 
10.  In the event of a client’s death or disability, information will be released as authorized by the client’s personal representative or beneficiary.  
 
When it is possible, we will discuss any exceptions to confidentiality as they arise. 
 
Choosing a Counselor and Termination 
You have the right to choose a counselor who best suits your needs and purposes. You may seek a second opinion from another mental health practitioner, 
and you may terminate therapy at any time. It is every client’s right to disengage from counseling with or without notice to the treatment provider. However, I 
request notification and recommend one final meeting to discuss termination as well as counseling goals and progress. 

 
Consultations 
I regularly consult with other professionals regarding clients with whom I am working. This allows me to serve you better, gaining other perspectives and ideas 
that may help you reach your goals. These consultations are obtained in such a way that confidentiality is maintained. 
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Scheduling Appointments 
Appointments are generally made on a regular, weekly basis. Appointment times are not automatically held open for you from week to week. I t is your 
responsibility to reschedule at the end of a session. 
  
State Information 
Counselors practicing counseling for a fee must be registered or certified with the department of health for the protection of the public health and safety. 
Registration of an individual with the department does not include recognition of any practice standards, nor does it necessarily imply the effectiveness of any 
treatment. 
  
The purpose of the Counselor Credentialing Act (Chapter 18.19 RCW) is a) to provide protection for public health and safety; and b) to empower the citizens 
of the State of Washington by providing a complaint process against those counselors who would commit acts of unprofessional conduct. Should you believe 
that I have been unethical in our work and still believe so after discussing your concern with me, you may contact the state:  
  

Department of Health—Counselor Programs 
P.O. Box 47869 

Olympia, WA 98504-7869 
360.664.9098 

  
Contacting Me by Phone 
You may leave me a message at the number listed above. I check my voicemail for messages on a regular basis. Please limit your phone conversation needs 
to appointment scheduling and emergencies; barring prior arrangement, our work will take place face-to-face. There may be circumstances in which it is 
appropriate to conduct one or more scheduled sessions by phone. Unscheduled telephone conversations requested by a client may result in a fee being 
charged according to the client’s established fee schedule.  
  
Emergencies 
If you are in an emergency and cannot reach me, please call one of the following numbers for help:   

General Emergencies – 911  
Crisis Line (Snohomish County) – 425.258.4357 or 1.800.223.8145  
Crisis Line (King County) – 206.461.3222  

 
Billing and Insurance Information 
The fee for a 50-minute session is $80. The fee for an 80-minute session is $120. Payments are to be made at the beginning of each session. Fees may 
increase periodically, and thus the fees are subject to change with two weeks prior notification. If you need to cancel your appointment, please let me know at 
least 24 hours in advance. Missed sessions or cancellations within 24 hours of a scheduled appointment will be charged to your credit card (illness and 
emergencies excepted).  
 
Credit card # on file: _______________________________________________________ Expiration Date: _________________________________ 
 
Name on card: ___________________________________________________________ Credit Card Security Code: _________________________ 
 
I do not file insurance claims for you. If your insurance provider will be covering the cost of your counseling, you must make arrangements with the provider to 
reimburse you directly. You are responsible for obtaining and filling out any appropriate paperwork and submitting it to the insurance company. I will be glad to 
assist you with as necessary. Please be aware that insurance will not pay for missed appointments, and that complete payment for services rendered and 
missed appointments is your responsibility. 
  
Sliding fee scale is available for persons affected by unemployment or hardship situations.  Individuals being reimbursed by insurance companies will not be 
eligible for a sliding fee.   
  
Thank you for your interest in counseling with me. I look forward to working with you. 
_________________________________________________________________________________________________ 
I have read and understand the information presented in this form. I agree to the conditions of this therapy contract. I understand that I may have 
copy of this contract upon request.  
  
________________________________________________________        __________________________________________________ ___ 
Client’s Signature                                                    Date  Parent/Guardian’s Signature (if applicable)         Date 
  
________________________________________________________        ______________________________________________________ 
Client’s Signature                                                     Date  Therapist’s Signature                                                 Date 


