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Disclosure Statement and Treatment Agreement
As a new client considering psychotherapy or assessment for yourself or your teen, you have the right to know something about my background and qualifications, and to know what to expect from our work together.  It is your right and responsibility to choose a therapist and a therapeutic approach that you feel will best suit your needs.  Please read this document carefully so that you can make an informed decision about using my services.  If, after reading this introduction, you have further questions, please do not hesitate to ask them.  Once you sign this form, it will constitute a binding agreement between us.

Parties to the Professional Relationship: I am a psychologist in private practice, I share only the physical facilities of my office building with other providers.  My practice is separate and independent.  Therefore, your professional relationship is entirely between yourself and Crystal M. DeLoach, Ph.D., a licensed psychologist practicing independently. 

Qualifications: I am a Clinical Psychologist with a license to practice in the State of Washington.  I received my doctoral and master’s degrees in Clinical Psychology from the University of Utah with a concentration in Child and Family Psychology.  I completed a pre-doctoral internship at Northwestern University Medical School, and a post-doctoral fellowship with specializations in Psychotherapy and in Women’s Reproductive Medicine at Northwestern University Medical School. 

Services: I provide psychotherapy for adults and adolescents, psychological testing for children and adolescents and the assessments required for third party reproduction.  As an informed consumer, it is your right and responsibility to choose the therapist and therapeutic approach best suited to your needs.  This means you have a right to request a change in our work together, if a particular approach or method does not seem helpful to you.  It also means that it is always appropriate to raise questions and concerns that you may have about our work.  Being responsible means that you always have the right to request a referral to another therapist, and the right to discontinue therapy if you choose to do so.

Psychological assessment and psychotherapy have both benefits and risks.  Risks sometimes include experiencing uncomfortable feelings such as sadness, guilt, anxiety, anger, frustration, and loneliness as it often involves recalling unpleasant aspects of your life.  Psychotherapy has been empirically shown to have significant benefits for people who undertake it, for example, therapy often leads to better relationships, resolution of specific problems, and a significant reduction in distress, however, there are no guarantees.

My theoretical orientation is a combination of several different approaches.  I have had considerable training and experience in psychodynamic, interpersonal, and family systems approaches.  I work to help you reach your goals by listening carefully to and understanding your present problems, placing these in historical /developmental context, and exploring the ways in which these issues emerge in your therapy.  I will offer my impressions regarding present interpersonal or cognitive patterns in an effort to help you recognize and change those patterns which are not effective for you in your daily life.
Confidentiality:  A fundamental part of our work together is confidentiality, an understanding that whatever you tell me will not be revealed by me to anyone else, unless you authorize me in writing to do so.  In providing therapy to minors, the custodial parents are the holders of privilege.  In these cases, we will discuss the limits of confidentiality at the onset of treatment and reach an agreement acceptable to both the parents and adolescent.   

I sometimes seek consultation with other mental health professionals regarding clients I am currently treating.  In these consultations I do not give out any identifying information.  The consultant is, of course, also legally bound to keep the information confidential.  Unless you object, I will not tell you about these consultations unless I feel that it is important to our work together.

There are certain rare exceptions to confidentiality that you should know about.  I may be required by law to make a report to the Department of Social and Health Services or a law-enforcement agency if I learn about 1) the abuse of a child or vulnerable adult, 2) potential suicidal behavior, 3) if I believe a client is not able to take care of her/his basic needs, 4) threat of harm to another, 5) in the unusual case of a court subpoena, or 6) if a client should become aware that he or she has AIDS or has become HIV positive and he or she refuses to be under medical care, I am required to report the identities of IV-drug using and sexual partners to local health-care authorities.  I cannot knowingly support a suicide attempt.  This is the law in the State of Washington. Unless it is impossible to do so, I will always discuss a report I am required to make with you before making it.   In the case of couples or family therapy, I sometimes interview individuals separately.  I cannot guarantee confidentiality of information shared between family members and myself and reserve the discretion to share that information with the other spouse. 

Professional Records:  Both law and the standards of my profession require that I keep appropriate treatment records.  You are entitled to view and/or receive a copy of your records, unless I believe that seeing them would be emotionally damaging, in which case, I will be happy to provide them to an appropriate mental health professional of your choice.  Because these are professional records, they can be misinterpreted and/or upsetting.  If you wish to see your records, I recommend you review them in my presence so that we can discuss the contents.  I charge my standard hourly fee for any preparation time required to comply with an information request. Your record will not be disclosed to others unless you direct me to do so in writing, or unless the law authorizes or compels me to do so.    Please note, I cannot guarantee the extent of confidentiality of your records once they have been released from your file.  This office is compliant with federal HIPAA rules for the privacy of personal health information.    This means I will disclose the minimum necessary information to required entities for payment or other administrative services.   Please refer to my HIPAA privacy practices notice for detailed information.
Appointments: My normal practice is to conduct psychological testing sessions which will last from 2 to 8 hours.   Psychological testing time varies depending on the goal of the assessment.  Once we agree to work together, I reserve an appointment time specifically for you.  Once an appointment time is reserve ed for you, it is necessary to charge your full fee for any missed appointments, or appointments cancelled with less than 48 hours notice (regular business hours).  If you miss an appointment, you may schedule a make-up appointment within two weeks prior to or following the missed appointment.  If we are not able to reschedule the appointment, you will be charged the full fee for the missed appointment.  Please remember that sessions cannot be extended if you arrive late.  

Professional Fees:  

Intended Parent Consultation………………………………

$500 (120 minutes)

Gestational Carrier Assessment……………………………..

$650 (180 minutes)

Gamete Donor Assessment………………………………….

$600 (150 minutes) 

Intake Session ………………………………………………

$225.00/session (55 minutes)  

Counseling or psychotherapy for individuals or couples……

$200.00/session (45-55 minutes)  

Group Counseling or psychotherapy………………………...

$90.00/session (90 minutes)

Psychological testing/assessment..…………………………..

$225.00/hour (60 minutes)

IQ testing and report for schools…………………………….

$600 flat fee

It is my practice to charge my hourly fee on a prorated basis for other professional services you may require, such as report writing, telephone conversations which last longer than 15 minutes, consultations with other professionals which you have authorized and requested, preparation of records or treatment summaries, or the time required to perform other services which may arise in the context of your treatment.  If you become involved in litigation which requires my participation, you will be responsible for paying for the professional time required, even if I am compelled to testify by another party.  Because of the complexity and difficulty of legal involvement, I charge $500.00 per hour for the preparation for and attendance at any legal proceeding.

Billing and Payments: I bill in-network insurance plans directly.  Payment for out-of-network and out of pocket cost is due at the time of service, unless other arrangements have been made.  

I do not accept insurance reimbursement psychological testing services.  I will gladly provide you with an invoice you may submit to your insurance company, however you remain responsible for the full payment of your bill.  

Accounts more than 30 days overdue will accrue interest charges at the rate of 1.5% per month.  If your account becomes more than 60 days past due, and suitable arrangements for payment have not been agreed to, I may need to use legal means to secure payment, including collection agencies or small claims court.  In most cases, the only information I release about a client’s treatment would be the clients name, nature of the services provided, and the amount due. 

Contacting Me:  I am often not immediately available by telephone.  Email is the most efficient way to reach me.  When I am with clients or out of the office, my phone is answered by voice mail which I monitor frequently.  I will make every effort to return your call on the same day you make it, with the exception of weekends and holidays, or late at night. If you cannot reach me, and you feel that you cannot wait for me to return your call, you should contact the Crisis Clinic at (206) 461-3222, or 911, or proceed immediately to the nearest emergency room.  If I am unavailable for an extended period of time (ie., a vacation), I will provide you with the name of a trusted colleague whom you can contact if necessary.

Ethics and Professional Standards:  I abide by the ethical, professional, and legal standards established by the American Psychological Association and the State of Washington.  At any time, you may ask me to discuss my treatment approach.  Please be aware that you have the right to request a change in treatment, referral to another therapist, or other resources, and/or to refuse treatment or discontinue our work together.  

I will make appropriate referrals if I become aware of a problem that is outside of my area of expertise. 

Finally, it is important that you know that you have recourse available if you feel that I have acted unprofessionally or have caused you harm.  If you ever believe that I have acted unethically in our work together, please contact the Department of Health, Examining Board of Psychology, P.O. Box 47868, Olympia, WA 98504-7868 (Telephone 360-753-2147).

Consent:  Your signature below indicates that you have read the information included in this document and agree to abide by its terms during our professional relationship.
A.  Statement of Agreement Regarding Fees and Services. 

I have read Dr. DeLoach’s policies.  I have had the opportunity to ask questions and discuss them, and give my informed consent for services.  I have received a copy of this agreement.  I agree to abide by the terms therein. 

Client Signature


Date


Crystal M. DeLoach, Ph.D.
Date

Client Signature


Date


B.  CANCELLATION POLICY

I understand that 48 (business) hours notice must be given for cancellation of appointments and that if I do not provide 48 hours notice I will be charged for the full session.   

Client Signature: :________________________________________________  Date___________________

Parent/Guardian Signature:_______________________________________  Date___________________

