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DISCLOSURE  STATEMENT & INFORMED CONSENT

I.  Education, Training, Experience
I received a bachelor’s degree in counseling with a minor in Biblical studies in 2015 from Grace 
College (Winona Lake, IN). After graduation I spent a year working for the Bowen Center 
(Syracuse, IN) as a case manager, working primarily with children and teens. At the Bowen Center I 
served individuals dealing with a wide range of mental illnesses and issues including anxiety, 
depression, autism, self-harm, and oppositional behavior. I completed my master’s degree in clinical 
mental health counseling at Grace College in 2018. During my graduate studies I worked at the 
Grace College Student Counseling Center, providing crisis and outpatient counseling services for 
college students, the Bowen Center, providing outpatient substance use counseling services, as well 
as Wilderness Treatment Center (Marion, MT) working with adolescents and young adults 
struggling with addiction in a 12-step based residential rehabilitation setting. I have experience 
counseling men and women with issues related to anxiety, depression, OCD, trauma, sexuality, 
relationships, and many forms of addiction. I joined Family Counseling Associates in October of 
2018 and I offer counseling services to individuals and families for a variety of needs and problems.

II.  Counseling Orientation
I believe people develop meaningful core thoughts and beliefs primarily through lived experience 
and relationships with others. These thoughts and beliefs can influence behavior in both healthy and 
dysfunctional ways. Through the counseling process, core thoughts and beliefs are examined, 
processed, and challenged when appropriate to help individuals and families find freedom, healing, 
and more congruent ways of living. I believe healing often comes through authentic, life-giving 
relationships with others and I believe counseling can provide a place of rest where you will be 
invited to share your story and journey toward a deeper, more fulfilling experience of life. I place a 
high value on listening and seeking to understand your life and presenting concerns from your 
unique perspective throughout the therapeutic process. Family Counseling Associates is a Christ-
centered professional counseling group. I have experience and education in Christian theology and 
spiritual development and am willing to incorporate spirituality into the counseling process upon 
request. I welcome and value individuals from all walks of life regardless of religious faith, 
background, or sexual identity. As a counselor, I seek to meet you just where you are in your own 
spiritual journey and will allow you to determine how your own faith and spirituality is integrated 
into the counseling practice. 

III.  Scheduling Sessions
An initial session can be scheduled by calling the Family Counseling Associates main office at 
317-585-1060.  Additional sessions are generally scheduled on a regular, weekly basis and are not 



limited to any particular number of sessions or course of time.  However, it is your responsibility to 
confirm and/or reschedule your next session.  

IV.  Fees and Insurance Information
The fee for counseling will be $150 for the first session and $125 for all 50 minute sessions 
following.  Payments are to be made at each session via cash, personal check, or with authorized 
credit card.  For persons unable to afford the fee for counseling, a reduced fee can be negotiated.  
Fees may increase periodically and any change in fees will be communicated with two weeks prior 
notification.  

Please note: Sessions cancelled within less than 24 hours will also be charged a $50 cancellation fee 
(illnesses and emergencies are exceptions).  

The fee to produce records is $25.00.

The fee to appear in court as a witness is $200.00/hour.  A service event of this kind may also 
include preparation fees of $125/hour and a travel fee of $0.53/mile.  

If you choose to use your health insurance coverage to help cover my services, please know that it is 
a contract between you and the insurance company.  As a service to you, our office will bill 
insurance companies and other third-party payers, but cannot guarantee such benefits or the 
amounts covered, and is not responsible for the collection of those payments.  In some cases 
insurance companies may consider certain services as not reasonable or necessary, or may 
determine that services are not covered.  In such cases the client, responsible party and/or insurance 
policy holder is responsible for payment of these services.  We charge our clients the usual and 
customary rates for the area.  Clients are responsible for payments regardless of any insurance 
company’s arbitrary determination of usual and customary rates.

The client, responsible party, and/or insurance policy holder is responsible for paying funds not paid 
by the insurance company or third-party payers after 60 days.  Payments not received after 90 days 
are subject to collection.  A 1.5%  per month interest rate is charged for accounts over 60 days.  

Insurance deductibles and co-payments are due at the time of service.  All insurance benefits will be 
assigned to this clinic unless the account balance is paid in its entirety each session.  Clients are 
responsible for payments at the time of service.  The adult accompanying a minor is responsible for 
payment for the child at the time of service. Reimbursements to client will be made only after all 
outstanding debt for the client and all family members is paid.  

V.  Choice of Provider
It is your right to select a counselor or therapist of your choice and you may terminate counseling 
with me at any time.  I recommend one final session upon termination to reflect on our experience 
together and address any future concerns.  

VI.  Confidentiality & Acknowledgment of Privacy Practices  
Not only is confidentiality guaranteed to you under Indiana State Law, I believe the confidentiality 
of our work together to be of the utmost importance in creating a safe place for you to explore 
issues of your concern.  Therefore, I strive to uphold the strictest standards of confidentiality in my 
practice.  You should be informed of the legal exceptions to confidentiality in the following 



circumstances when information you share with me could be shared with others without your 
permission:

• The Uniform Health Care Information Act may allow for disclosure of information to 
another health care provider who is serving you.

• You may give written permission to release confidential information. If you wish to disclose 
to a third party, you must sign a Consent To Release Information form. 

• If you reveal that you are contemplating, planning, or have acted out a crime, I may be 
required to report this to the appropriate authorities.

• If you are a minor, I may discuss with your parents or guardians some of the information 
from our counseling.  If you are a minor and a victim of a crime, I may testify at an inquiry 
concerning the crime.  

• If you reveal that a child or adult has suffered abuse or neglect, I have an obligation to report 
this information to the appropriate authorities.

• If information you have revealed to me is subpoenaed, disclosure may be required by law.  
If possible, I will attempt to discuss any required breaches of confidentiality with you prior to doing 
so.  

ACKNOWLEDGEMENT OF PRIVACY PRACTICES

You have been informed of your rights to privacy regarding your protected health information, under the 
Health Insurance Portability & Accountability Act of 1996 (HIPAA).  This information is used to:

• Provide and coordinate your treatment among a number of health care providers who may 
be involved in that treatment directly and indirectly. 

• Obtain third party payment for your mental health care services. 
• Conduct normal mental health care operations such as quality assessment and improvement 

activities. 
 
You have been informed of Family Counseling Associate’s Notice of Privacy Practices containing a 
more complete description of the uses and disclosures of your protected mental health information.  
You have been given the right to review and receive a copy of such Notice of Privacy Practices.  
You understand that your mental health provider has the right to change the Notice of Privacy 
Practices and that you may contact this office at the address above to obtain a current copy of the 
Notice of Privacy Practices.  You may request in writing that we restrict how your private 
information is used or disclosed to carry out treatment, payment or mental health care operations 
and that we are not required to agree to your requested restrictions, but if we do agree then we are 
bound to abide by such restrictions.

VII.  Supervision and Consultations
I sometimes seek supervision and consultation with other professional therapists and counselors 
about the clients to whom I am providing counseling services.  Doing so enhances the services I can 
offer to you as a counselor.  Supervision and consultations always maintain your confidentiality.  
Supervision and consultations for the possibility of referrals to other healthcare providers are 
particularly important if I feel that I cannot provide you with adequate care (i.e. referrals for 
medical concerns, additional areas of specialty, etc.).  

VIII.  State Regulations for Professional Conduct



The State of Indiana Department of Health as well as the Indiana Professional Licensing Agency 
oversees and regulates the practice of mental health counselors in order to ensure the health and 
safety of the public.  If you believe that I have acted unethically or unprofessionally in my (cont.) 
work with you, I ask that you address the issue directly with me.  Additionally, you may direct a 
complaint to the authorities of the state:      

Office of the Attorney General
Consumer Complaint Division

402 West Washington Street, 5th floor
Indianapolis, IN 46204

(317) 232-6330/1-800-382-5516
http://www.indianaconsumer.com/filecomplaint.asp

IX.  Additional Communication
If you need to communicate with me outside of your scheduled session time, you can call 
317-585-1060.  The office staff of Family Counseling Associates will be available to take your call, 
and I will attempt to return your call with 24 hours.  I will generally limit phone communication to 
session scheduling and emergencies, and reserve the right to charge a fee for the phone call 
proportionate to the regular session fee.  I will generally limit communication via email for the 
purpose of transmitting electronic documents/information (i.e. intake form, inventories online, etc.) 

X.  Emergencies
If you are experiencing an emergency and cannot reach me via the number listed above, please call 
one of the following numbers:

• General Emergencies:  911
• Mental Health Association of Greater Indianapolis 24-hr Hotline:  317-251-7575
• Family Counseling Associates, Inc. On-Call Therapist: 317-585-1060, press 8.  

Disclosure Statement & Informed Consent Acknowledgement

I have read and understand all of the information presented above in this form, and I have received 
my personal copy of this document.



 _______________________________ ___________________________          __________
Client’s Name (Printed) Client’s Signature            Date

_______________________________ ___________________________          __________
Client’s Name (Printed) Client’s Signature            Date

_______________________________ ___________________________     __________
Name of Parent/Guardian (If Applicable) Parent/Guardian’s Signature            Date
 

Family members also covered by this acknowledgement:
______________________________________

______________________________________________

______________________________________________

______________________________________________


