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OFFICE POLICIES   AND DISCLOSURE   STATEMENT

Welcome to the Psychotherapy   practice of Wendy Hendrickson. The State of Washington   requires that all clients be advised of their rights and responsibilities as well as the practices and policies of the practitioner   providing services. Please read all the following information carefully and feel free to ask as many questions as you need.
My Education:
I earned my Masters of Psychology from Antioch University Seattle in March of 2005. I am a Licensed Mental Health Counselor credentialed by Washington State.  My license number is LH00011179.

My Therapeutic Orientation and Treatment Modality:
I believe in a client-centered and collaborative approach to therapy. I view individuals from a holistic perspective. My theoretical orientation for therapy is a combination of Rogerian, Positive Psychology, Transpersonal, Psychosynthesis, Narrative and Family Systems theories. I believe in treating the whole person, focusing on the client's emotional and spiritual health, and also facilitation of care if the client’s physical health is in need of attention. 

Your Individual Rights:
As an individual, you have the right to refuse treatment and the right to choose a practitioner and treatment modality which best suits your needs.
· The Right to Referral: Should you wish to receive services from someone other than Wendy Hendrickson, you have the right to request and receive a referral    to another professional.

· The Right to Conclude Therapy: You have the right to conclude therapy at any time. It works best to end therapy mutually and having a discussion will be encouraged.
· Procedures for Complaint: A copy of the acts of unprofessional conduct can be found in RCW 18.130.180. Should you believe you have reason for complaint, such as unethical or illegal practices by myself or any other professional, you may seek recourse through:

The Washington State Department of Health
Health Systems Quality Assurance Complaint Intake Post Office Box 47857
Olympia, WA 98504-7857
360-236-4700
E-mail:    HSQAComplaintIntake@doh.wa.gov

In Case of an Emergency:
If you are experiencing an emergency or crisis, please call 911 or the 24-Hour Mental Health Crisis Line
Crisis Line at 425-258-4357 or 800-244-5767.
In such situations, you may also go to the nearest hospital Emergency Room.

Contacting Me:
Your calls will be answered by confidential voicemail messaging. I will generally return your call within 24-48 hours. 

Electronic Communications and Social Media Policy:
I typically will communicate with clients via email or text. Email and texting are both appropriate means of communication, but neither are technically HIPAA compliant, so please acknowledge that I have disclosed this information by initialing here ______. 

Texting MAY ONLY BE used for scheduling or for quick questions rather than a means of processing feelings. 

Email can be used for more in-depth communication, but I cannot guarantee your confidentiality via any electronic communication. 

Professional ethics standards do not permit me to communicate with clients via personal social media.  For this reason, I cannot accept any client requests to connect on Facebook, or any other social media platforms

Telehealth:
When it is therapeutically appropriate, I may make use of technology assisted telehealth tools such as telephone communications and internet enabled video and/or audio services as an adjunct to our in-person work together. It is important that you understand the benefits and limitations of such services.
· Since in-person interaction is generally more clinically effective than telehealth, preference will be given for in-person services unless individual or environmental factors indicate telehealth as a preferable alternative.
· Telehealth services may only be initiated after completion of initial in-person sessions sufficient to facilitate an adequate preliminary assessment and diagnosis. This generally will require at least one full clinal session.
· Telehealth services may improve your access to counseling, may reduce your costs associated with counseling, and may support more effective use of in-person counseling.
· If you are located outside of the State of Washington, the counseling services I am allowed to provide to you may be limited or prohibited. If you are located outside of the State of Washington, we will discuss what services I may be able to provide to you.
· Telehealth services are not appropriate for all clients and all situations. If you or I determine that telehealth services are not appropriate for you, I will assist you in obtaining face-to-face counseling.
· Successful use of telehealth services requires a reasonable level of access to computer hardware and software. If you do not have access to such resources, we can discuss available alternatives.
· At times it may become necessary for me to allow access to my computer hardware and software for purposes of system maintenance, repair, upgrades, or other similar purposes. In such cases, I will make reasonable efforts to protect your confidential information.
· Telehealth services may not be reimbursed by insurance. In such cases, payment for telehealth services remains your sole responsibility.
· In case of hardware, software or other system failure, you may reach me by phone to coordinate our continued work together.

At the initiation of our therapeutic relationship I will ask you to provide me to the following contact information if you are in a different geographic location:
· Your local hospital emergency room phone number.
· Your local crisis line phone number.
· The phone number of a local clinician who can provide you with face-to-face counseling services in case you or I determine that telehealth is no longer appropriate for you.

Confidentiality:
Your participation in therapy, the content of our sessions, and any information you provide to me   during our sessions is protected by legal confidentiality.  Some exceptions to confidentiality are the following situations in which I may choose to, or be required to, disclose this information:

· If you give me written consent to have the information released to another party.
· In the case of your death or disability I may disclose information to your personal representative.
· If you waive confidentiality by bringing legal action against me.
· In response to a valid subpoena from a court or from the secretary of the Washington State Department of Health for records related to a complaint, report, or investigation.
· If I reasonably believe that disclosure of confidential information will avoid or minimize an imminent danger to your health or safety or the health or safety of any other person.
· If, without prior written agreement, no payment for services has been received after 90 days, the account name and amount may be submitted to a collection agency.

As a mandated reporter, I am required by law to disclose certain confidential information including suspected abuse or neglect of children under RCW 26.44, suspected abuse, or neglect of vulnerable adults under RCW 74.34, or as otherwise required in proceedings under RCW 71.05.

I keep clinical treatment records of your confidential therapy sessions. You may request records  not be kept, if the request is in writing and in advance of (any of) our sessions. Your signature below indicates that you want written records of your sessions at this time.

In accordance with Washington State law, the following must be retained: (a) your name; (b) fee arrangement and record of payments; (c) dates counseling was received; (d) disclosure form, signed by the counselor and you; and (e) a written request that "no treatment records be kept" signed by the counselor and you.

Consultation:
I seek ongoing consultation from colleagues to provide you with the best services possible.   I may disclose information about your counseling session in consultation with colleagues, in which case I will limit the information I disclose to the minimum amount necessary. I have an agreement with Althea Brandis to access my client files to make appropriate notification and referrals in case I am temporarily or permanently incapacitated. If you do not consent to Althea Brandis accessing your file in case of my incapacity, please let me know so that I may make alternative arrangements.

Fees, Information, Missed Appointment, and Payment Policies:
Meeting on a regular basis initially is best to establish therapeutic rapport. I recommend once a week for the first month, then we can make changes as we progress in therapy. 
· $120-$150.00 for 50-minute session (see fee scale to determine amount)
· $160 for 60-minute couples’ session
Payment for sessions is due at the time of service. In addition, I generally recommend that            we schedule follow-up appointments prior to the beginning of our session so the focus remains on your current therapy needs.

Cancellations
I require a 24 hour notice to cancel a scheduled session. Since your session time is reserved for you, please notify me as soon as possible regarding cancellation or rescheduling. If your appointment is canceled without 24 hours’ notice, you will be charged for the missed appointment $135.00.*

*I charge the full fee because the time was reserved for you, I am unable to schedule other people, and may have told other people they could not come at that time.
Insurance does not cover missed appointments and you will be responsible for the fee.

Termination
If, without having made prior arrangements, I have not heard from you in 30 days I will assume that you would like me to terminate our current episode of care and close your active clinical file. In such cases, we may re-open the file and initiate a new episode of care once we meet in person.

Consent for Treatment:
By signing this document, you are attesting that you have received, read, fully understand and consent to the disclosures, terms, and conditions above, that you have received a copy of your HIPAA and Washington State Notice of Rights and Privacy Practices, have read and fully understand these rights, and have been given the opportunity to ask questions.

SIGNATURE REQUIRED BELOW

By signing this document, you are attesting to your consent to participation in counseling services provided by Wendy Hendrickson M.A., LMHC.




_______________________________     _     _     _	_______________________ Client Signature	Date

_______________________________ _   Print Name
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