Julie Sullivan, MA, LMHC

Holistic Counseling and Coaching
_______________________________________________________

917 NE 73rd St.

Seattle, WA  98115
(206) 941-6209
Purpose of Disclosure Statement:  This statement provides information about my psychotherapy and counseling practice in order to help clients in their efforts to choose a therapist and treatment approach that best suits their needs.  Disclosure statements are required of all psychotherapists/counselors practicing in this state.

Credentials and Training: I am a Licensed Mental Health Counselor in the State of Washington, License #LH00009027.  I have a Master’s degree in Educational Psychology specializing Counseling Psychology from the University of Texas, 1996.

Approach to Therapy:  When individuals seek therapy, it is often because they want to move toward a different way of being.  I work with adults, children, adolescents, families, and couples to access and build upon your inner strengths. Your therapy will be about emotional healing and also about building new skills.  This is most effective within a spirit of collaboration and as you apply the work that is done in session to your daily life.  My practice integrates humanistic, cognitive-behavioral (CBT), psychodynamic, somatic, object-relations/attachment, and neurophysiological approaches.  I also use models such as ego state therapy, Lifespan Integration, DBT, emotion-focused therapy, exposure and response prevention, and internal family systems.  It is important that you feel comfortable with me and with my methods.  If you have any questions at any time, please don’t hesitate to ask.  

Confidentiality:  all of our discussions are confidential.  I will disclose information regarding your participation in therapy only as required by your insurance company, if you are using an insurance company to pay for your therapy, or under the following conditions, as required by me by law:

· a medical emergency

· suspected child or elder abuse

· commission of or intent to commit a crime 

· a complaint against me for unprofessional conduct

· subpoena, unless you file an objection within 14 days of the subpoena

· your written consent in the form of a Release of Confidential Information

· a threat to harm another person

· intent to commit suicide

· a court order

Please see attached Notice of Privacy Practices for detailed information on uses and disclosure of your protected health information and your rights.

Appointments and Cancellation Policy: A full session fee is charged for missed appointments or cancellations with less than 24 hours’ notice unless due to illness or an emergency. A bill will be mailed directly to all clients who do not show up for or cancel an appointment.  Thank you for your consideration regarding this important matter. 

Course of Treatment: Weekly sessions are encouraged at the beginning of counseling and clients may receive the most benefit with weekly sessions.  We will set therapy 
goals together and your goals will be revisited frequently as progress is monitored.  The duration of treatment varies with your particular needs. Termination of therapy is an important part of the process.  I suggest that we take 1-3 sessions to conclude therapy.
Insurance:  I am a preferred provider for Aetna, Premera, Regence, Value Options, Cigna, First Choice, Group Health, APS, and Tricare Optum.  For all other insurance carriers, you may want to check your out-of-network coverage.  

Suggested questions to ask your insurance company:

-is Julie Sullivan, LMHC a preferred provider?

-do I need a referral from my primary care doctor?

-do I need pre-authorization?

-is there a limit to the number of sessions allowed per year?

-is family therapy covered differently than individual therapy?

-what will my out-of -pocket expenses be?

-do you cover couples therapy?

Please be advised that if you use insurance to pay for your therapy with me, I will need to assign a diagnosis and your insurance company has the right to inspect my medical records.  I will do everything possible to protect your privacy, including keeping minimal records if you sign a statement directing me to do so.
Fees and Payment:  If you have insurance coverage, co-payments are made on an agreed upon, regular basis.  If you are self-paying, my rate is $100 per 55 minute session and $120 per 75 minute session.  Payment is due at each session or, by prior arrangement, once a month.  If you do not have insurance, a percentage of my appointments are reduced fee slots for students, unemployed persons, and others whose income does not allow them to pay the full rate.  If you require a reduced fee, we would discuss this when we begin working together.  If your financial circumstances change during our work together, please let me know so that we can renegotiate your fee so that others can use the reduced rate scale.
Client Rights: As a client receiving counseling services in the State of Washington, you have the right to: 1) Choose the counselor and treatment approach that best suits your needs and purposes; 2) have full and complete knowledge of your counselor’s qualifications and training; 3) to obtain a copy of your counseling records within 30 days of your written request.  Records are maintained by your therapist under conditions of security for 5 years from the start of therapy and 4) refuse treatment or discontinue treatment at any time.
Counseling Credentialing Act:  Counselors practicing counseling for a fee must be registered or certified with the Department of Licensing for the protection of the public health and safety and to empower the citizens of the state of Washington by providing a complaint process against those counselors who would commit acts of unprofessional conduct.  Clients are encouraged to notify the Department of Health if at any time they believe a counselor has demonstrated unprofessional conduct.  Washington State Department of Health, Health Systems Quality Assurance Division, PO Box 47857, Olympia, WA 98504-7857, (360) 236-2620.   

Emergencies:  If you are in a crisis, leave a message on my office number, 

206-941-6209. However, if you don’t receive a call back from me immediately, call the Crisis Clinic at 206-461-3222. 

Client Consent to Psychotherapy

I have read and have been given a copy of the preceding disclosure statement and notice of privacy practices.  I understand the contents of this disclosure and my rights as a client.  I authorize Julie Sullivan to provide psychotherapy services to me.

___________________________________

Client printed name

___________________________________                  
__________________

Client signature





 Date

___________________________________


__________________

Julie Sullivan, LMHC




 Date

