Disclosure Form

Jennifer Lucas-Brown, MA, DAACS, LPC

2870 N. Speer Blvd., Ste 203

Denver, CO 80211

(303) 514-4975

Welcome. I want your experience here to be positive and growth-promoting. Therapy is a relationship that works in part because of clearly defined rights and responsibilities held by each person. This disclosure form is to inform you about your rights as a client and certain limitations to those rights. Please sign this form to verify that you received and understood this information.
Degrees and Credentials

Licensed Professional Counselor (2010)
         Colorado license #5774

Certified Sexologist (2009)

         Diplomat American Board of Sexology

M.A. (2008)



         Counseling Psychology and Counselor Education, 

                                                                           Couple and Family Counseling. University of Colorado at Denver

M.A. (2000)



         Urban Planning, International Development






         University of California at Los Angeles

Regulation of Psychotherapy Practice

The Colorado State Department of Regulatory Agencies regulates the practice of psychotherapy for licensed and unlicensed psychotherapists and certified school psychologists. Concerns or complaints regarding the practice of psychotherapy may be directed to the Department of Regulatory Agencies, Division of Registrations, Mental Health Section, 1560 Broadway, Suite #1350, Denver, CO 80202. (303) 894-7766.

Client Rights and Important Information

Method of Treatment: You are entitled to receive information about the methods of treatment, techniques used, duration of therapy (if known), and the fee structure. You may seek a second opinion or terminate therapy at any time. In a professional relationship (such as ours), sexual intimacy is NEVER appropriate and should be reported to the Department of Regulatory Agencies.
Sessions and Fees: Sessions are billed by the 50-minute hour at a rate of $90 per session or $150 per 90-minute session. A sliding scale is available and is determined on a case-by-case basis. Payment for each session, cash or check, is due at the time of each therapy session. You will be billed $45 for missed sessions unless you cancel by 8:00am the day of your appointment. 

Confidentiality: Generally speaking, the information provided by and to a client during therapy sessions is legally confidential if the therapist is a certified school psychologist, a licensed social worker, a licensed marriage and family therapist, 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.

Information disclosed to a licensed clinical social worker, an unlicensed psychotherapist, a licensed marriage and family therapist, a licensed professional counselor, or a licensed psychologist 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. However, there are legal exceptions to the general rule of legal confidentiality. These legal exceptions include:
· Intent to harm others or yourself;

· Abuse or suspected abuse of children;

· Neglect or suspected neglect of children;

· Possibly the abuse of the elderly or others unable to care for themselves;

· Subpoenaed testimony in criminal court cases and

· Orders to violate privilege by judges in child-custody, divorce and other court cases.

Also be aware that except in the case of information given to a licensed psychologist, legal confidentiality does not apply in a criminal or delinquency proceeding. There are other exceptions, such as threats to national security under the Federal Patriot Act that will be identified to you as the situations arise during therapy.

There may be times when I may need to consult with a colleague or another professional, like an attorney, about issues raised by you in therapy. Your confidentiality is still protected during consultation by the professional consulted and me. Signing this disclosure statement gives me permission to consult as needed to provide professional services to you as a client.
Couples and Families: In couples and family counseling, I hold a “No Secrets” policy. All members of the couple or family system are treated equally and “secrets” are not kept by me that require differential or discriminatory treatment of family members. Any information shared in individual therapy MUST also be shared in couple or family therapy to insure this “No Secrets” policy. Signing this disclosure statement affirms permission to share this confidential information.

Emergencies: I provide non-emergency psychotherapeutic services by scheduled appointment. If I believe your psychotherapeutic issues are above my level of competence, or outside of my scope of practice, I am legally required to refer, terminate, or consult. If, for any reason, you are unable to contact me by telephone, (303) 514-4975, and you are having an emergency, you will call 911 or check yourself into the nearest hospital emergency room.


Before you sign below, please ask any questions you may have about this document. Your signature acknowledges agreement and understanding.

________________________________________

____________________________________

Client signature



Date


Client Signature


      Date

________________________________________

_____________________________________

Parent/Guardian Signature (if minor client)   Date


Therapist Signature
  
       Date
