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Therapist	Disclosure	Statement

This	handout	is	to	introduce	you	to	my	therapy	pracNce	and	the	counseling	
process	in	general.	The	following	informaNon	is	designed	to	help	you	make	
thoughRul	decisions	regarding	your	therapy.	Please	ask	any	quesNons	or	
raise	any	concerns	that	occur	as	you	read	through	this,	now	or	at	any	Nme	
in	our	work	together.

Therapist	Statement:

I	am	trained	as	an	individual,	couple,	and	family	therapist.	I	hold	a	Bachelor	
of	Arts	degree	in	Psychology	and	InternaNonal	Business	from	Ball	State	
University.	I	also	hold	a	Master’s	Degree	in	Psychology	with	a	specializaNon	
in	Couple	and	Family	therapy	from	AnNoch	University	Sea[le.	I	have	
received	advanced	training	in	Gestalt	therapy,	EmoNon-Focused	Therapy	
with	Individuals	and	Trauma-Focused	CogniNve	Behavioral	Therapy.		I	
currently	provide	individual,	couple	and	family	therapy	to	adolescents	and	
adults	with	a	wide	variety	of	presenNng	issues.	I	am	a	Licensed	Mental	
Health	Counselor	in	the	state	of	Indiana	#39003203A,	a	Licensed	Mental	
Health	Counselor	in	the	state	of	Washington,	and	a	Licensed	Marriage	and	
Family	Associate	in	the	state	of	Washington,	#MG	60319428.	

I	pracNce	therapy	from	an	ExistenNal	approach	influenced	by	a[achment	
theory,	Gestalt	theory	and	training	and	interpersonal	neurobiology.	I	believe	
the	way	people	make	meaning	significantly	impacts	their	quality	of	life,	
profoundly	influencing	how	they	experience	themselves	and	relaNonships	
with	others.	Early	relaNonships	greatly	contribute	to	the	way	people	learn	
to	make	meaning	and	relate	to	themselves	and	others.	However,	each	
person	possesses	the	ability	for	growth	and	to	make	changes	in	limiNng	
pa[erns,	ways	of	making	meaning,	or	ways	of	relaNng	to	themselves	and	



others.	

My	role	as	a	therapist	is	to	uNlize	the	therapeuNc	relaNonship	to	create	a	
safe	context	for	you	to	explore	areas	in	which	you	may	feel	stuck	or	are	
blocked	from	fully	experiencing	your	life.	The	therapeuNc	relaNonship	is	a	
deeply	personal	one	that	creates	the	safety	to	take	risks	and	support	to	
become	empowered	to	change.	This	oben	means	reconnecNng	you	to	your	
inherent	wisdom.	In	order	to	most	effecNvely	relate	to	you	based	on	your	
unique	way	of	viewing	the	world,	I	may	uNlize	intervenNons	from	different	
schools	of	thought.

Therapy	has	potenNal	emoNonal	risks.	You	may	experience	strong	feelings	
or	discomfort	at	Nmes.	This	is	a	normal	part	of	the	therapeuNc	process	as	
well	as	the	process	of	making	changes	to	your	beliefs	and	behaviors.	It	is	
important	that	you	consider	whether	or	not	these	risks	are	worth	the	
benefits	to	you	of	changing.	Most	people	who	decide	to	take	these	risks	
find	therapy	helpful.	If	at	any	Nme	you	have	quesNons	about	the	direcNon	
of	your	therapy	or	what	I	am	doing,	please	feel	free	to	ask	me.	You	have	the	
right	at	any	Nme	in	the	therapeuNc	process,	to	ask	for	a	change	of	direcNon	
or	to	disconNnue.

Termina4on

Typically	you	will	be	the	one	to	decide	when	to	end	therapy,	with	a	few	
excepNons.	If	I	am	not	in	my	judgment	able	to	help	you,	because	of	the	kind	
of	problem	you	have	or	because	my	training	and	skill	are	not	in	my	
judgment	sufficient,	I	will	inform	you	of	this	and	refer	you	to	another	
therapist	who	may	meet	your	needs.	If	you	do	violence	to,	threaten,	
verbally	or	physically,	or	harass	myself,	the	office,	or	my	family,	I	reserve	the	
right	to	terminate	you	unilaterally	and	immediately	from	treatment.	If	I	
terminate	you	from	therapy,	I	will	offer	you	referrals	for	other	sources	of	
care,	but	cannot	guarantee	they	will	accept	you	for	treatment.

Confiden4ality

The	informaNon	we	discuss	in	therapy	is	strictly	confidenNal.	According	to	



law,	informaNon	concerning	our	professional	relaNonship	can	be	released	
only	with	your	prior	wri[en	consent.	ExcepNons	to	confidenNality	according	
to	Indiana	State	Law	include	the	following:

1. When	a	client	poses	clear	and	present	danger	to	self	or	others	or	
cannot	provide	minimal	life-sustaining	self-care

2. When	a	client	reveals	contemplaNon	of	a	major	crime	or	harmful	act

3. When	a	counselor	receives	a	court	order	to	share	informaNon	with	a	
judge

4. If	the	client	is	a	minor,	any	informaNon	pertaining	to	the	client	having	
been	vicNm	or	subject	of	a	crime,	may	be	shared	in	the	course	of	
inquiry	about	that	crime.

5. If	the	counselor	has	a	reasonable	suspicion	that	a	person	under	the	
age	of	18,	or	a	dependent	adult	(aged	or	developmentally	delayed),	is	
or	has	been	physically	abused,	sexually	abused,	or	neglected.	I	am	
required	by	law	to	report	this	informaNon	to	Child	ProtecNve	Services	
within	48	hours,	or	in	the	case	of	adults,	Adult	ProtecNve	Services.

6. I	parNcipate	in	supervision	and	professional	consultaNon	for	our	
mutual	benefit.	I	will	not	disclose	any	idenNfying	informaNon	about	
you.	The	other	professionals	with	whom	I	meet	are	bound	to	the	
same	standards	of	confidenNality	as	I	am.	

Appointments	and	Fees

Individual	Sessions	will	last	50	minutes	from	the	Nme	we	have	scheduled	
and	will	not	be	extended	if	you	are	late.	Extra	sessions	may	be	arranged	in	
Nmes	of	crisis.	My	fee	for	Individual	Therapy	is	$110	per	session.		Couple	
and	Family	sessions	will	be	charged	at	different	rates	depending	on	the	
length	of	sessions.		You	are	responsible	for	paying	the	fee	for	session	at	the	
Nme	of	your	appointment	in	the	form	of	cash,	check,	Visa,	Mastercard,	
Discover,	or	American	Express.	You	may	also	use	your	HSA.		At	this	Nme,	I	do	
not	bill	insurance	companies.	You	have	agreed	to	a	private	arrangement	for	



paying	for	your	therapy,	and	I	believe	you	have	acted	in	a	way	that	will	
protect	your	privacy	and	allow	me	the	needed	therapeuNc	freedom	to	help	
you	in	the	best	way	I	can	by	eliminaNng	third	party	payments.	If	you	want	to	
try	to	use	your	insurance,	I	can	provide	you	with	a	superbill	at	the	end	of	
the	month	which	you	may	submit	to	your	insurance	company.	This	may	
result	in	parNal	or	full	reimbursement.	However,	I	cannot	guarantee	they	
will	reimburse	you.	I	may	occasionally	raise	my	fees	in	accordance	with	the	
market	rate	for	therapeuNc	services.		I	will	noNfy	you	at	least	three	months	
in	advance	in	order	to	prepare.

Cancella4ons	and	Missed	Appointments

You	will	not	be	charged	a	fee	for	appointments	canceled	at	least	24	hours	in	
advance.	Except	for	emergencies,	if	you	no	show	for	an	appointment	or	
cancel	with	less	than	24	hours	no4ce,	you	will	be	responsible	for	paying	
your	full	fee	at	the	4me	of	your	next	appointment.

Emergencies

In	the	event	of	an	emergency,	feel	free	to	call	my	number	anyNme	(317)		
646-0762.	This	is	a	voicemail	system	that	I	check	regularly	Monday	through	
Friday	between	9am	and	6pm.	If	you	need	immediate	aGen4on	or	are	in	
crisis,	please	call	911		(available	24	hours/day).

Client	Contact	between	Sessions

While	I	am	in	town,	I	will	be	available	for	brief	between-session	phone	calls	
during	regular	business	hours.	Brief	is	defined	as	10	minutes	or	less.	
Anything	over	10	minutes	will	be	billed	to	you	at	a	pro-rated	fee	based	on	
your	hourly	rate.	This	will	be	due	at	your	next	scheduled	session.	When	I	am	
out	of	town	or	will	be	unavailable	for	an	extended	period	of	Nme,	I	will	
provide	you	with	a	back-up	clinician.

Complaints

If	you	are	unhappy	about	what	is	happening	in	therapy,	I	encourage	you	to	



discuss	it	with	me	so	that	I	can	respond	to	your	concerns.	I	will	take	your	
concerns	seriously	and	listen	with	care	and	respect.	If	you	believe	that	I	
have	been	unwilling	to	listen	and	respond,	or	that	I	have	behaved	
unethically,	you	may	contact	the	Indiana	Professional	Licensing	Agency	to	
file	a	complaint.

I	have	read,	understood,	and	have	been	provided	with	a	copy	of	the	
above	disclosure	statement.

_________________________________ ______________
Client	Signature Date

_________________________________ _______________
Therapist	Signature Date

I	agree	to	the	appointment	fee	of	$______	per	client	hour	as	per	the	
condiNons	noted	in	the	afore-menNoned	disclosure	statement.

__________________________________________ ___________________
Client	Signature Date

__________________________________
_________________
Therapist	Signature Date


