Client Registration and Professional Disclosure
for Couples and Families
Name__________________________________________________DOB___________________
Street____________________________ City__________________State____Zip Code_______

Home number____________________Work number____________Cell number_____________

Employer______________________________________________________________________ 

Position_______________________________________________________________________

Name__________________________________________________DOB___________________
Street____________________________ City__________________State____Zip Code_______

Home number____________________Work number____________Cell number_____________

Employer______________________________________________________________________ 

Position_______________________________________________________________________

Financially responsible party information, if different from client named above or parents/guardians of child client named above:

Name______________________________DOB_________________SSN#_________________
Street______________________________City__________________Zip  Code_____________
Home phone_________________________Work phone___________Cell phone_____________
Employer___________________________Position_______________Employer phone________

Disclosure of Client Rights and Responsibilities and Policies of This Office

As my client(s), you are entitled to the following information:

· I am a licensed psychologist with the degree of Psy.D. (Doctor of Psychology). 

I graduated in 1995 from the University of Denver Graduate School of Professional Psychology.  I 1991 I also earned an MA in General and Counseling Psychology from the University of West Florida. I have been licensed as a psychologist in the State of Colorado since 1997 and have been providing mental health services since 1990.  I also have earlier training and experience as a social worker.

· You are entitled to receive information from me about my methods of therapy, the techniques I use, the likely duration of your therapy (if I can determine it), and my fee structure.  Please ask if you would like to receive any of this information.

· You have the right to seek a second opinion from another therapist or terminate therapy at any time, with no obligation, other than to pay any outstanding bill.

· In a professional relationship such as ours, sexual intimacy between a therapist and client is never appropriate.  If sexual intimacy occurs, it should be reported to the Department of Regulatory Agencies, Mental Health Section, 1560 Broadway, Suite 1320, Denver, CO 80202, 303-894-7766.

· Generally speaking, the information provided by and to a client during therapy sessions is legally confidential if the therapist is a licensed marriage and family therapist, a licensed social worker, a licensed professional counselor, a licensed psychologist, or an unlicensed psychotherapist.  If the information is legally confidential, the therapist cannot be forced to disclose the information without the client’s consent or by court order.  Psychotherapy information disclosed to a licensed marriage and family therapist, a licensed social worker, a licensed professional counselor, a licensed psychologist, or an unlicensed psychotherapist is privileged communication and cannot be disclosed in any court of competent jurisdiction in the State of Colorado without the consent of the person to whom the testimony sought relates.

· There are exceptions to the general rule of legal confidentiality.  These exceptions are listed in the Colorado statutes (C.R.S. 12-43-218).  For example, I am required to report suspected child abuse and to seek assistance in the case of a serious threat to one’s own or another’s life.  There are other exceptions that I will identify to you, should the situations arise in the course of therapy.
· Payment in full is required at the time service is rendered, unless prior arrangements have been made.  You are responsible for all charges for professional services rendered on behalf of the identified client, including psychotherapy, receipt of faxes, telephone or email contact with the client or professionals involved with the client, letters, or reports.   Any balance left unpaid for 30 days or more will accrue interest at the rate of 1.5 percent per month. 

· You will be charged half the cost of a full session for appointments cancelled less than 24 hours in advance.  Should your appointment be on a Monday, notice would need to be given the prior Friday by noon to avoid the late cancellation fee.  You will be charged the entire cost of a full session if you fail to appear for an appointment without advance notice.  Faxes or printed emails are billed at the rate of .25 per page.

· You are responsible for any collection or attorney fees or court costs associated with the use of outside agencies required for collection of your account.

· You are welcome to ask questions about any of the above information as needed for clarification.

· You may also speak with Ingrid, the office manager, as well, about any billing concerns throughout your treatment.  She is in the office on Thursdays.
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