Professional Disclosure Statement

 Monica Smith, MA, LPC, RD

233 E Fulton Suite 114A
Grand Rapids MI 49503
616-970-3887

This purpose of this disclosure statement is to help you to better understand my qualifications and experience as well as my counseling style and what can be expected when you enter into counseling with me. 

Please take the time to read this disclosure so that you will have an idea of how our counseling relationship will work. I will be happy to answer any questions that you have at any stage in the counseling process. You will be asked to sign a paper that states that you were provided with this information and have been offered the chance to ask questions.

Education & Experience:

I have a Masters of Arts in Counseling from Spring Arbor University and a Bachelor of Science in Nutrition from Western Michigan University. I hold a license in professional counseling (LPC) in Michigan #6401010013, and I am a registered dietitian (RD) #876321. My areas of special interest and experience are:

· Eating Disorders - individuals and groups; adolescents and adults
· Feeding Issues – infants and toddlers

· Body Image
· Stress management 

· Bereavement
· Nutrition in wellness and chronic disease
· Weight Management - individuals and groups; children, adolescents and adults


 

I have experience in counseling in all of the above areas in the primary care setting (within a physician’s practice) in a psychiatric hospital and within a college counseling center.

Counseling Philosophy:
I use a variety of counseling theories and techniques, based on my assessment of what will best help you to meet your goals. I most often use Acceptance and Commitment Therapy,  Interpersonal Psychotherapy, and Cognitive Behavioral Therapy. Briefly, these therapies focus on the present and help individuals become aware of their emotions and behaviors. From awareness, the individual is then able to choose to learn skill-based behavior changes that will help them to reach their personal goals. I frequently use Expressive therapies such as writing, drawing, painting and storytelling to enhance the cognitive and or behavioral counseling techniques.
I view counseling as a safe relationship that helps to foster personal growth and awareness. I believe in working with the whole person to help create a balanced and healthy life. This means I might ask about your relationships, diet, sleeping habits, and other routines. I may ask you to visit a physician to rule out any biological causes for your distress or to discuss options for medication. If you have issues or concerns that are beyond my scope of competence, I will refer you to a more qualified professional who may either assume responsibility for your therapy, or who may work with you as an adjunct to our counseling sessions. 

Ultimately, I believe that most people learn and grow through multiple processes. This means I might make referrals to support groups, 12 step organizations, or other community resources. I believe that the support of our peers in a safe environment maximizes our growth potential, and expands our ability to form and maintain effective relationships. If you are referred to a group I will fully explain the group’s function and process and attempt to answer all of your questions before you decide if you will participate. If you choose not to participate, our relationship will not be affected.

Because the ultimate goal of most clients is to become self-directed, I will often give assignments for you to complete outside of the counseling session. These assignments might give you a chance to apply new concepts or practice new behaviors, and are imperative for maximizing your experience in counseling.

I may ask you to consider signing a release of information agreement so that I would be allowed to discuss your treatment plan with another professional such as your doctor or your primary counselor. You will make the decision if this type of collaboration would be helpful in your healing process. You may decline with no affect on our relationship.

My Responsibilities
In this relationship you will have responsibilities and so will I. My responsibilities include providing a safe, confidential and therapeutic environment for you to explore your thoughts and feelings and to help you learn how your actions and emotions affect one another. It is also my responsibility to help you set and meet your own goals. Together we will decide on the number of sessions needed to achieve your goals. Understand that the length of time in counseling often affects how we choose to approach your problems or issues. Always keep in mind that you have the right to decline or accept any suggestions or therapeutic strategies. However, should you refuse treatment or disregard instructions that you receive in counseling, you will be considered to be responsible for your actions

Client Responsibilities: 

Your responsibilities include fully participating in the session and completing any out of session assignments that we agree on. Keep in mind that you determine the direction of your sessions; by coming prepared to counseling (knowing what you want to discuss and by having completed any previous assignments) you will get the most of your time with me. 

As a client you have the responsibility to set and keep appointments. Let me know as soon as possible, at least within 24 hours, if you cannot keep an appointment. It is your responsibility to pay your fees in accordance with the agreed upon schedule. 
You have the responsibility to pay for services that you receive. 

It is your responsibility to help plan your treatment goals and follow through with those agreed upon goals. It is also your responsibility to keep me informed of your progress towards meeting your goals. If you decide to choose another counselor, it is your responsibility to terminate your counseling relationship with me before entering into an arrangement with another counselor.

You are required to be considerate of the rights of other clients and facility personnel. You are also responsible for holding in strict confidence other client's mental health/substance abuse information which may be obtained during group therapy and socialization.  

Professional Ethics
I am bound by a professional code of ethics that requires that our relationship remain professional at all times. Even though our relationship may seem very intimate, you must remember that I am sharing with you as a professional. The purpose of our relationship is to help you reach your personal goals. Counseling sessions therefore will be held within the counseling office only.

If you are referred to me by another counselor for specific services like nutrition counseling or relaxation training, that will be the sole focus of our relationship. I will not offer mental health counseling to clients referred for adjunct services by another mental health counselor unless the client is released in writing by the referring counselor.

Fees and Insurance Reimbursement:

I do not accept insurance. My fee is based on sliding scale with proof of gross income. If you choose not to present proof of income for the adult members of your home (2 most recent pay stubs), you will be charged the full scale rate.
Clients with household incomes of $50,000 or more - $95.00 per 60 minute session







   $50.00 per 30 minute session

Clients with household incomes of $40,000-$50,000 - $75.00 per 60 minute session








   $40.00 per 30minute session
Clients with household incomes of under $40,000 -    $45.00 per 60 minute session








   $25.00 per 30 minute session

College students who are living in the home of their parents, but are otherwise self- supporting are not required to include their parents’ income.

Minors who have current MI Medicaid pay the lowest fee scale.

I accept cash, credit or personal checks. Cancellation must be made at least 24 hours in advance to avoid being charged the full fee of $95.00 per hour – regardless of where you fit on the fee scale for your regular appointments.
Confidentiality:

All information shared will be kept confidential with the following exceptions; 
a) If I believe you are a danger to yourself or someone else

b) If you give me written permission to disclose information

c) In the case of suspected abuse or neglect to a child or an elderly person 

d) If the information is court ordered

e) In case of a Medical Emergency
g) Should you accuse me of misconduct, your confidentiality will be waived.

Under any of these circumstances only essential information will be revealed and you will be informed before confidentiality is broken if at all possible.
Client Rights:

All records are my property; however they are kept for your benefit and are available to you at your request, if deemed therapeutically valuable. As stated earlier, you have the right to be informed of your counselor’s qualifications as well as the right to decline or accept any suggestions or therapeutic strategies. I will remind you of these rights and choices periodically throughout our therapeutic relationship. Termination of the counseling relationship will be made by you or by a collaborative decision between us both.  

Emergencies:

If you have an urgent situation, which you feel needs immediate support and I am not available by phone, please contact your local 911 system or go to the nearest emergency room.

Complaints:

If, at any time, you feel my behavior or my counseling approach is inappropriate or troubling to you, please let me know.  If you do not feel that your concerns are being addressed appropriately, you should contact:

Michigan Department of Licensing and Regulatory Affairs
Bureau of Professional Licensing
Investigations & Inspections Division, Allegations Section

PO Box 30670

Lansing 48909

517-373-9196

Please list any questions you have about this disclosure statement and 
bring them with you to your first visit.  I will address all of your questions and concerns. 
This is Your Copy

 Please Sign and Bring the Next Page to Your Appointment

Consent for Treatment
By signing below, you indicate that you have read this disclosure, that your questions have been answered and that you understand the above information. Your signature also indicates that you are consenting to receive counseling services.

Acknowledgement of Notice of Privacy Practices 

My signature indicates that I have received a copy of the HIPAA Notice of Privacy Practice 
and had an opportunity to ask any questions I may have.

Grievance Process

I have received a copy of and understand the grievance process.

Client Rights, Responsibility and Confidentiality

My signature attests that I have read, and fully understand my rights as a client, as

 well as my responsibilities.  Additionally I am aware of the limits of confidentiality.

______________________________________________     ____________

Client Signature







 Date

______________________________________________     ____________

2nd Client Signature   Or Parent/Guardian Signature       

 
 Date

______________________________________________     ____________

Witness Signature





                     Date
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