Liz Sullivan, LICSW

600 N. 36th Street, #206
Seattle, WA 98103

206.524.9400

Disclosure Statement and Treatment Agreement

Thank you for giving me the opportunity to work with you.  Washington State law requires that all therapists provide potential clients with information about their 

services prior to beginning treatment.  Please review the following form to learn 

more about my qualifications, treatment and policies.  This form also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protection.   The Notice, which is attached to this Agreement, explains HIPAA and its application to your personal health information in greater detail.  Please feel free to discuss any of this information with me. You should always feel free to ask any questions of your mental health provider.  This disclosure statement is intended to disclose specific information about my practice and must, by law, be acknowledged in writing, by the client.  If you have any questions about the information contained in this statement, or any other aspect of treatment, please ask me at any time.  Please read the following carefully; I will need a signed copy for my files for our work together. 
Education/Experience: 

I am certified by the State of Washington as a Licensed Independent Clinical Social Worker.  My state license number is LW00005003.   I have a Masters Degree in Clinical Social Work from Smith College and an undergraduate degree with honors in Psychology from the University of San Francisco.  I have worked in mental health for over 20 years and have had extensive experience in assessment and evaluations and various treatment modalities.  I have worked with many different populations, including children, adolescents, families, couples and individuals.  I have also worked in many different settings including residential treatment, day treatment, inpatient hospitalization, emergency rooms, crisis response teams, community mental health and currently private practice.  I provide mental health evaluations for court review and testify in the court setting.
Treatment Philosophy:

I am committed to providing a safe, confidential and authentic treatment relationship.

I believe that you are the expert of you and I have expertise in psychological, developmental, family, social, and cultural theories as they apply to functioning and development.  I attempt to integrate many different factors that influence thoughts, feelings and behaviors including temperament, developmental level, family relationships, and cultural and environmental factors.  Only by working together can we understand more of what you need to foster your mental health.  My work is very strength based and it is within this context that we identify limitations as well as patterns and behaviors that at one time where useful and now have become problematic. I believe in working collaboratively with people.  This sometimes means working in collaboration with families, schools, medical settings, community organizations and criminal justice systems.  My practice is psychodynamic, meaning that I believe our early experiences help shape how we relate in our current lives.  I follow the more current relational schools of thought that emphasize the role of relationships in the formation of our early personality structures.  I tailor my approach to the needs of the client and draw from different orientations and approaches to best meet what is needed.  
Psychotherapy can have many positive effects such as improved relationships, improved work and school performance and relief from symptoms.  However, it is also difficult work at times and during this process you may experience uncomfortable feelings.  In order to fully maximize the effectiveness of treatment, an openness and willingness to invest time and effort is required.  I cannot guarantee the success of therapy because the outcome is in part, your responsibility.  When working with adolescents I often feel the need to meet with the parents alone or the family together and appreciate your flexibility and willingness to work with me in a manner that best suits the needs at a given time.  You should be evaluating whether you feel comfortable in our work together and with my particular approach and feel free to discuss any concerns or questions.  If, for any reason it does not feel that our work together is a good fit, I am happy to provide other referrals.
Appointment Policies and Insurance:
I conduct 50 minute sessions.  I provide individual and family therapy for adolescents and adults as well as mental health evaluations.  Family therapy sessions may be scheduled for a longer periods of time with an extra charge on a prorated basis.  I also charge this amount on a pro-rated basis for other professional services, such as school conferences that you have authorized, telephone calls lasting over ten minutes, emails discussing clinical matters, or any other services that are requested of me.  Therapeutic treatment is a commitment on both of our parts.  Therefore I will set aside your appointment time exclusively for you and you will be expected to pay for missed sessions.  I need a minimum of 24 hours notice for cancellation or I will charge for your missed time.  However, I will often have others waiting for appointment times, so, if I am able to fill your time, I am happy to do so and will not charge if I am in fact able to fill your time.  If you are late for a session, we will use the balance of your scheduled time at the usual fee.  Please note that insurance companies do not provide reimbursement for cancelled sessions.
You may request my email address, but you must sign the Email Communication Agreement indication you understand the risks of corresponding via email.  Email should not be used to contact me in an emergency, as I do not check email every day. 

I charge double my regular fee for any legal services, including appearing in court, writing letters on your behalf or other client services.  I require a deposit in advance. For any requested court appearance, subpoenaed appearance or deposition, my fees are $850 for a half day and $1700 for a full day.  The half-day rate will be charged for cancellations that occur less than 48 hours in advance. 
I am no longer a participating “in-network” provider on any insurance panels.  I resigned from all insurance panels after many years of participation, which included regularly declining payment rates and increase work in order to have claims successfully processed.  Additionally, most insurance companies now provide benefits, albeit often at a different rate, for “out-of-network” providers, which I am now considered.  It is your responsibility to find out what is needed by your insurance company including whether you need a referral, number of sessions covered and what rate they will reimburse you.  Your health insurance is a contract between you and your insurance company and because I am no longer a participating provider, I do not participate in any way with your insurance company.  After I receive payment, I will send you an invoice reflecting the received payment and all the necessary codes and information required by the insurance companies in order for you to receive reimbursement.  Payment is due at time of service unless other arrangements have been made.  If your account is more than 60 days in arrears and suitable arrangements for payment have not been agreed to, I will reserve the option to engage a collection agency.  If such action is necessary, the costs will be included in the claim.  
Divorce or Separated Parents:

If I am working with a child or adolescent, and there is a divorce or separation between the parents, I ask that one parent take financial responsibility and provide payment.  I will not be billing two parents or waiting for partial payments from two parents, and will instead only accept payment from one parent who accepts responsibility as the paying party.   I will ask that the parent responsible for payment identify themselves in this treatment agreement.  Please note that I do not perform custody evaluations and therefore do not make custody or visitation recommendations.
Confidentiality:

It is your legal right that our sessions and your records are kept private.  You may request to review your record at any time. You may also request a correction to your record.  Your record will not be shared without your written consent.  In a few situations the law requires that your information is not kept confidential.  Below is a list of the most common cases in which confidentiality is not protected:

Threat of harm to self:  If I believe you are in danger of harming yourself, the law         requires me to protect you.  This may involve contacting your family or other appropriate community agencies. 


Threat of harm to another person: If you threaten to cause harm to another person and there is risk of injury or death, the law requires me to protect the potential victim.  This may involve me contacting the police as well as the potential victim.


Abuse or neglect: If you report action against a child or elder (physical violence, neglect, sexual abuse), the law requires me to report these acts to the legal authorities.  IF you report that someone has committed these acts against you, I am legally required to report this to the authorities.  Please not that “date rape” where a minor is the victim and “statutory rape” fall into the category of incidents I am required to report.


Court Involvement: If you are involved in legal proceedings, the court may subpoena your record.  As such, the law may require me to release your record.  If this should occur, I will speak with you about your options. 


Consent and Confidentiality for Minors:  Legal guardians of children under the age of 13 have access to protected health information.  Please note that minors 13 years or older may request and receive outpatient treatment without the consent of the minor’s legal guardian.  It is often in the best interest of the adolescent that guardians be provided some information, such as education regarding the teenager’s diagnosis and treatment, goals and progress made and recommendations.   At times, due to the gray area that is introduces when determining “imminent danger” I may inform parents of the minor’s current engagement in the following high risk behaviors:  non-accidental self harm, eating disordered behavior and other high risk behaviors that include, but are not limited to:  driving while intoxicated, drug abuse, unprotected sex, carrying a weapon, etc.  If any of these issues come up, I will make every effort to engage the teen and parent/guardian in collaborative conversations about how best to address safety needs.   I will do my best to make sure that the adolescent is aware of the need and involved these conversations prior to talking with the parent/guardian.  It is my responsibility to decide whether it is in the best interest of the client whether to disclose confidential information to the legal guardian without the minor’s consent.  Any behavior that may pose an imminent danger to the health or safety of any minor or any other individual may be disclosed.  
You may also request that I keep no record beyond billing and dates of service.  If this is something that you would like to consider and talk more about, please let me know. 

For professional growth, monitoring and support, at times I consult with other health and mental health professionals about a case.  In connection with this, I might discuss your treatment, during which I will make every effort to avoid revealing your identity. These professionals are legally bound to keep the information confidential.   If this is not acceptable to you, please inform me so we might make other arrangements.
Mandatory Reporting for Health Care Providers:
As a result of new state regulations adopted by the Washington State Department of Health, I am required to report myself or another health care provider in the event of a final determination of an act of unprofessional conduct, a determination of risk to patient safety due to a mental or physical condition, or if I have knowledge of unprofessional conduct by another licensed provider.  I will also have to report a patient who is a health care provider who may pose a clear and present danger to his/her patients or clients.  If you have any questions or concerns about this requirement, please discuss them with me.

Phone Contact:
I work Monday through Thursdays and typically return calls during that time.  

I will do my best to return your call within the same business day.  I do have an answering service for after hour emergency contact, which is 425-608-3337.  This is a service that calls my personal phone.  If I am away from my phone I will not be able to return your call immediately.  If you cannot wait for me to return your call, call the King County Crisis Line at 206-461-3222, go to the nearest emergency room, or dial 911.

Complaint Procedures:

If problems arise in your treatment, please voice your concerns with me and we will work to seek solutions.  You have the right to file a complaint with the authorities if your contract for treatment is not being met or if you are being mistreated.  Complaints are received by Washington Dept of Health, Licensing Board, PO BOX 47869, Olympia, WA 98504-7869.  
Our Agreement:

I have read the issues in this form.  I have had all my questions related to this form fully answered.  I am aware that I may stop my treatment with this therapist at any time.  If I stop treatment, I will be responsible for paying for services I have already received.  I agree to the points covered in this form and will make every effort to fully cooperate.  I do hereby seek and consent to take part in treatment by the therapist named below.

Signature of Client 







Date:
(or parent, if client is under 13 yrs of age) :









___________________________________________          ________________________

Signature of Therapist:






Date:

___________________________________________
 _______________________

Signature of Parent responsible for payment: 



Date:
–––––––––––––––––––––––––––––––––––––––––––           –––––––––––––––––––––––

Email Communication Agreement

I understand that Liz Sullivan will use reasonable means to protect the security and confidentiality of email sent and received.  However, there are known and unknown risks that may affect the privacy of personal health care information when using email to communicate.  These risks include, but are not limited to:

· Email can be forwarded, printed, and stored in numerous paper and electronic forms and be received by unintended recipients without my knowledge or agreement.

· Email may be sent to the wrong address by any sender or receiver.

· Email is easier to forge than handwritten or signed papers.

· Copies of email may exist even after the sender or the receiver has deleted his or her copy.

· Email service providers have a right to archive and inspect emails sent through their systems.

· Email can be intercepted, altered, forwarded, or used without detection or authorization.

· Email can spread computer viruses.

· Email delivery is not guaranteed.

I agree not to use email for emergencies or to send time sensitive information.  I understand that it is my responsibility to follow up with Liz Sullivan if I have not received a response to my email within a reasonable time period.

I give permission for Liz Sullivan to send email messages that include patient health care information.  I have read and understand the risks of using email as stated above.
____________________________________________

______________

Signature and printed name of patient (age 13 or over)

date

___________________________________________

______________

Signature and printed name of parent or guardian


date

PAGE  
1

