Welcome to the Office of Joanna Ford
750 East 9th Avenue #105
Denver, Co 80203

303-521-0731
joannafordcounseling.com


Disclosure Statement

This document is to familiarize you with the process of counseling, my training and education, my theoretical background and your rights as a client. I appreciate the time you have taken to review this document. Please feel free to ask any questions about this document at any time during our sessions.
My therapeutic approach and background: I utilize a strength based, humanistic approach. I focus on body, mind and soul. Working with families that have been involved in the foster care system, one of my strengths was to assist clients in recognizing priorities and being able to advocate for one’s self while respecting the needs of other family members. I work in a collaborative manner, while alerting clients to what may not be working for them. My work with people with mental health, cognitive, learning, developmental disabilities (including autism) has allowed me to work with each client in a unique way. I assist families and individuals deal with transitions and highlight the process. During my work experience, I have used Solution Focused Therapy, Narrative Therapy, and Cognitive Behavioral Therapy. I believe in traditional therapy in combination with breath work, imagery, meditation, music, art, theatre and animals. 
What you agree to by working with Joanna
· We will work together to create goals and a timeline in which clients would like to work.

· I will reflect on each client’s strengths, discovering in a collaborative counseling relationship what works best for each individual. 

· I believe that each person brings a unique background and cultural experience and that this should be included during the therapeutic process.  

· I believe in continuing the work outside of the therapy session. 

· We will discuss self-care strategies that you can carry from therapy into your everyday life. 
Client Signature__________________________________________

Date___________________

Therapist Signature______________________________________
Date__________________
Client Rights/Important Information

· Regulation of Psychotherapists

The Colorado Department of Regulatory Agencies has the general responsibility of regulating the practice of licensed psychologists, licensed clinical social workers, licensed professional counselors, licensed marriage and family therapists, certified school psychologists, and unlicensed individuals who practice psychotherapy.

· The Board of Licensed Professional Counselor Examiners, an agency within this Department, has the specific responsibility to monitor professional counselors. They are located at 1560 Broadway, Suite 1350, Denver, Colorado, 80202. The phone number to reach them is (303) 894-7800. Their fax number is (303) 894-7693.

· You are entitled to request information from me about therapy, my theoretical orientation, and methods of therapy, the techniques I use and the duration of therapy. You are entitled to ask me at any time and as many times as you feel necessary. You are also encouraged to ask questions about our counseling relationship throughout the duration of therapy.
Licensure and Certifications: 
Licensed Professional Counselor (LPC) #11836
National Certified Counselor, 2011-present
Degrees:

University of Colorado Denver, Master of Arts in Counseling Psychology and Counselor Education, July 2011
State University of New York at New Paltz, Bachelor of Arts, 1995

Professional Associations: 
American Counseling Association

Colorado Counseling Association

Alamo Placita Neighborhood Association
Scheduling and Fees

· Counseling sessions will be 50 minutes long. 
· Our initial visit will be one hour long and we will review your intake form. 
· We will also discuss if working together will be appropriate for you.
· We will identify what you would like to address in the following sessions. 
· We will also discuss your schedule and fees. 
· The fee for counseling will be $90.00 per 50 minutes. 
· If you have any questions concerning payment please bring them up at any time.
· If you wish to terminate counseling, please state this during a counseling session.
· If at any time you are not satisfied with the level of services you are receiving in our counseling sessions, you have the right to seek a second opinion, request a referral to a different therapist, or a group counseling service. I will gladly assist you with that referral.
· If for some reason you are unable to keep an appointment we have already scheduled, please notify me by calling me at 303-521-0731.
· Please do so 24 hours in advance to cancelling the appointment. If you are unable to cancel in advance you will be charged $50.00 for the session.
· By signing this document you are agreeing to keep all appointments unless you give 24 hours’ notice either in person or by a phone call. 
· There is a 50.00 fee for missed appointments.
· I do not accept insurance but am able to provide a receipt for services.  I am an out of network provider. 

Limitations of Services

I am not able to provide 24-hour support. If you feel the additional support is necessary, please let me know and we will discuss additional resources. 

We can discuss referrals to organizations in the community that may meet your needs. 

In case of emergency some resources are:
· Dial 911 

· Denver Health 303-436-6000

· Denver Health Nurse Hotline 303-739-1211

· Denver CARES (addictions detoxification facility) 303-436-3500

· Mental Health Center for Denver 303-504-6500

· The Comitis Crisis Center 24 hour Help Line 303-343-9890
Appropriate Boundaries

In order to protect the reliability of our professional relationship and for me to remain impartial and effective as your counselor, it is inappropriate for a counselor and a client to have a social relationship. Sexual intimacy is never appropriate between a counselor and a client. There is no time limit on this. If sexual intimacy occurs in our professional relationship it must be reported to The Colorado Department of Regulatory Agencies. The phone number to reach them is

 (303) 894-7800.

Confidentiality and Communication

It is my intention to create a space where you are comfortable sharing details of your life that will support our efforts to reach mutually agreed upon goals in our sessions. Colorado Confidentiality Statute, C.R.S. 12-43-218(1) requires that I protect client confidentiality. I shall not disclose, without written consent of the client, any confidential communications made by the client. Telephone, written or in person inquiries about the client will not be confirmed or denied. 
1. The client must sign a Release of Information form before any information will be given to any party outside of the center
2. There are exceptions to confidentiality. I am required by Colorado Law to break confidentiality in the case that:
· A client indicates that they intend to physically harm himself or herself or another human being.

· A client reports abuse or neglect of a child, elder abuse, caretaker neglect, and exploitation or a dependent person.

· I am ordered by a court to testify or provide records to a court proceeding.

· A client exercises their right to sue me.

· A client files a complaint against me. 

· If you are mentally or physically incapacitated and arrangements need to made for your care.
Other instances when I may have to break confidentiality:

· The client signs a Release of Information Form and the client waives hers or his right to confidentiality by signing the ROI form.

· Please also be aware that when dealing with insurance companies I may need to send copies of your records to the insurance company for reimbursement purposes.

HIPPA Guidelines

The Health Insurance Portability and Accountability Act of 1996 require that I follow certain regulations in regards to your information. It also covers information that is sent from insurance companies. The information that you authorize me to share with your insurance company or any other party is not considered confidential. 
Communication by email or text messaging is discouraged because I cannot guarantee the privacy of the communication.

If you are a person under the age of 18 years of age, I may be required to share with your parents or guardians. We will discuss this matter when we go over this document and in subsequent sessions, should it come up. I will be as careful as possible when sharing information that is requested and I will provide only what is asked for. If family members are invited to a session, I ask that confidentiality continues to be our priority but I cannot guarantee it.

Transfer of Information

If you choose to see your record, you have the right to do so at any time. You can also sign a release of information to share information with a third party.
Your opinion matters

You may be asked periodically to give feedback to me in a session or in writing. You are welcome and encouraged to share ideas, thoughts, and feedback about our counseling sessions, and the direction we are taking. 
I understand and agree to the conditions stated above as well as any other polices outlined in this disclosure statement. 

____________________________     _____________

Signature of Client                         Date
____________________________     _____________

Signature of Counselor                 Date
Release of Information (ROI) or Authorization to disclose Protected Information

I authorize the release of personal information, regarding the person named below or myself to be released with the limitations specified below.
Name: _______________________________________Social security # ___________________
Specific Information to be released_________________________________________________
______________________________________________________________________________
The purpose for which the information is being released________________________________
______________________________________________________________________________
The organization, Company or individual the information is being released to_______________
______________________________________________________________________________
I am aware that I can revoke this release of information in writing. 

____________________________     _____________      _____________________________

Signature of Client                         Date

End Date
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