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Disclosure of Information, Policies, and Client Agreement

The RCW 18.19.060 and WAC 246-810-031 require psychotherapists to provide written disclosure of 
the following information to clients before therapy begins. This allows you to have an understanding of 
the structure and limits of the work we will do together, and lets you make an informed decision about 
the care you receive.  Please read this statement thoroughly and sign the Client Consent to Treatment at 
the bottom. If you have any questions or concerns, please tell me and I will be happy to discuss them 
with you.

Training and Experience
I am a Licensed Mental Health Counselor (#LH 60875123).  I received my BA in Psychology at 
Oberlin College in 2009, and my MA in Counseling Psychology at Washington State University in 
2013.  As a part of this graduate program I completed a year-long internship providing mental health 
counseling through the Student Counseling Center of Lewis-Clark State College.  After this internship, 
I provided mental health case management to adults with a history of homelessness and major mental 
health diagnoses at DESC, crisis intervention to callers in crisis through the Crisis Clinic, and 
individual outpatient therapy for adults at Community Psychiatric Clinic.  In these experiences I have 
worked with adults from a wide range of backgrounds, and treated mood disorders (such as depression, 
anxiety, and bipolar disorder), adjustment difficulties (from grief or a major life change) and thought 
disorders (such as schizophrenia).

Counseling Approach 
I believe everyone has within themselves the capacity for growth and positive change.  I seek to create 
a safe space where you can feel heard and supported, so we can work collaboratively, using your unique
strengths, to help you to move forward and meet your goals.  I see my role as a counselor as asking the 
right questions so that you can find for yourself the answers to where you want to be and how to get 
there.  I am a warm, open, and non-judgmental listener, who will be a respectful and patient partner on 
your path to personal growth and healing. 

My training is grounded in Brief Solution Focused Therapy, in which I work with you to find the 
concrete changes in your thoughts, behavior, and perspective that will let you live without your current 
distress.  I use techniques from Person Centered, Cognitive Behavioral, and Narrative Therapy to help 
you meet these goals.  In terms of our relationship, counseling often requires a high degree of emotional
vulnerability and intimate sharing.  To ensure that this is not compromised, it will be important for us to
maintain a purely professional relationship, focused solely on meeting your needs.  For this reason, it is 
not appropriate for us to have a social relationship outside of counseling, during or after our work 
together.

Risks and Benefits
During the course of therapy, you might notice changes in your symptoms, problems, and functioning. 
Since we will be exploring challenging territory in your life, you might experience greater difficulty 
throughout our work. Counseling is intended to alleviate problems, but sometimes as you get to the root
of some issues, you may feel them even more acutely than in the past. I cannot offer any promise or 
guarantee about the results you will experience. However, as you commit yourself to work through your
areas of difficulty and build upon your strengths, it is likely that you will see improvements throughout 
our work and in the future.



Confidentiality
To ensure that you feel safe and comfortable sharing sensitive information in our sessions, conversation
between you and me will not be disclosed without your written permission.  The following situations 
are some of the exceptions to your right of confidentiality:

 If I believe that you are likely to do harm to yourself or to another person, I am required by law 
to take steps to protect you and/or the other person.

 If I believe that you may be physically or sexually abusing or neglecting a minor child or 
vulnerable adult, or if you report information to me about the possible abuse or neglect of a 
child, I am required by law to report this to the appropriate government agency (Child 
Protective Services, or Adult Protective Services).

 If required by court order for legal proceedings, I may be compelled to break confidentiality

 To ensure that you are receiving optimal care, I occasionally do consult with colleagues 
regarding my work with clients to gain feedback and suggestions about treatment. During these 
consultations, neither your name nor other unique identifying information will be used. All 
discussions of this type with other professionals are subject to the same provisions of 
confidentiality discussed above.

 In some cases it may be useful for me to discuss your situation with other professionals such as 
your physician, your former therapist, or your attorney. In such cases, I will seek your written 
permission for this exchange of information.  This permission can be revoked at any time by 
submitting a request to me in writing.

Contacting me 
You may contact me via email at CaseLovellCounseling@gmail.com or leave me a voice message at 
206-462-5340.  I check my messages on a regular basis and will try to get back to you within 24 hours. 
Please note that these forms of communication are not fully protected, and if you do communicate via 
email or phone, you do so at your own risk to your confidentiality. Because of this, please do not use 
these avenues to communicate important therapeutic information; our sessions are the best place to 
discuss personal issues.  I do not monitor these forms of communication on an after-hours on-call basis,
so they are not appropriate for a crisis situation, or issues that cannot wait until our next scheduled 
appointment.

In case of emergencies, call 911; the 24-hour King County Crisis Clinic at 206-461-3222 or 1-866-
427-4747; or visit the nearest emergency room.

Social Media
I do not accept friend or contact request from current or former clients on any personal social 
networking site.  Regarding professional social media networking sites such as Facebook, Yelp, or 
Linkedin, I want you to be informed that if you like my page or connect with my professional social 
media you are potentially compromising your confidentiality as a client. If you choose to interact with 
my professional social media networking sites you do so at your own risk to your confidentiality.



Fees and Payment
The fee for a 50 minute session is $110, and you will be responsible for payment in full at the end of 
each session.  Some sliding scale fee appointments are available upon request, if you are a full time 
student, or are experiencing financial hardship.  I accept cash, check, and most major credit cards (Visa,
MasterCard, American Express, and Discover).  I ask that if you need to cancel or reschedule an 
appointment, you notify me as soon as possible.  If you miss an appointment without notifying me 
within the 24 hours prior to this appointment, you will be charged the full fee for this “no-show.”

I am currently not on an insurance panel, so I cannot bill your insurance directly. However, if your 
insurance covers costs for Out-Of-Network or Non-Preferred Providers, you may be reimbursed for a 
portion of your session fee, depending upon the type of insurance you carry and your insurance 
provider.  In this case, I will provide you with a receipt you can submit to your insurance company for 
reimbursement. It is up to you to check with your insurance provider about your coverage for out of 
network providers and their services. If your insurance company requests more information than is 
provided on the receipt, I can (with your written permission) provide my treatment plan and/or therapy 
notes. You retain ultimate responsibility for payment for services if your insurance company decides 
that this documentation does not meet their requirements for coverage of your treatment. Health 
insurance will not pay for “no-show” appointments.  A question you may want to ask your insurance 
company: What is the percentage of reimbursement for out-of-network providers and have I met my 
deductible?

Client Records
I keep a record of the services I provide. You may ask to see and copy that record. You may ask me to 
correct that record. I will not disclose your record to others unless you direct me to do so or unless the 
law authorizes or compels me to do so. You may see your record or get more information about it by 
request. 

Quality of Service
As a consumer of mental health care you have basic rights as follows: 

 To receive appropriate care and treatment, employing the least restrictive alternatives available
 To be treated with respect and dignity
 To receive treatment that is non-discriminatory and sensitive to ethnicity, culture, language, 

gender identity & expression, age, national origin, disability, class, and sexual orientation
 To confidentiality
 To refuse proposed treatment
 To be free from any sexual exploitation or harassment
 To lodge a grievance if you feel your rights have been violated

If you feel I have behaved in an unprofessional or unethical manner, please advise me so that the 
problem can be clarified and resolved. If you feel that this does not resolve the issue, you may contact 
the following agency: 

The Department of Health
Examining Board of Psychology
P. O. Box 47869
Olympia, WA 98504-7869
360/236-4700



Client Consent to Treatment
I have read this Disclosure of Information, Policies, and Client Agreement and I understand it. I have 
asked any questions that I had about this statement, and had them satisfactorily answered. I understand 
and agree to the description of confidentiality and its exceptions as stated above. I consent to 
counseling under the terms described above with Case Lovell and understand that I have the right to 
terminate counseling at any time. My signature below indicates that I have received a copy of this 
agreement.

___________________________________                   ___________________________________  
Client Signature                  Date                     Therapist Signature                             Date 

_______________________________    

_______________________________  
Address   

_______________________  
Home Phone   

_______________________  
Cell/ Other Phone


