Julie Sullivan, MA, LMHC

Holistic Counseling and Coaching
_______________________________________________________

WA License # LH00009027

Purpose of Disclosure Statement:  Disclosure statements and Notices of Privacy Practices informs you of my practice, privacy practices, my legal duties, your rights concerning your health information, and your rights as individual receiving counseling services.
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.  I am a state-designated Child Mental Health Specialist.

Approach to Therapy:  Welcome to my counseling practice.  I have had the joy of working with children, adolescents, and families in the Seattle area for 19 years.  My practice integrates humanistic, cognitive-behavioral, experiential, somatic, and object-relations/attachment approaches.   I also use models such as family systems, DBT, emotion-focused therapy, bilateral stimulation, and Lifespan Integration.   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 and 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.

Those over the age of 13 have rights to confidentiality as outlined above when seen both individually and in family therapy.  Parental participation with teens occurs per the teen’s request. 

Appointments and Cancellation Policy:  A full session fee is charged for missed appointments or cancellations with less than 36 business hours notice unless it is 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.

Insurance:  I am a preferred provider for Aetna, Premera, Regence, First Choice, Kaiser Permanente, Providence, United Healthcare, and Tricare.  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 an in-network, preferred provider?
-what is my deductible and are these appts subject to the ded.?
-do I need a referral from my primary care doctor or 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?
Please be advised that if you use insurance to pay for 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 $130 per 55 minute session and $145 per 75 minute session.  Payment is due at each session or once a month by prior arrangement.  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. 

Acknowledgement and Consent for Treatment
I have read and understand the disclosure statement of Julie Sullivan LMHC, have had an opportunity to ask questions about it, and I've been giving given a copy for my records. I agree to begin therapy with Julie Sullivan. 

I understand that if I am unable to keep a scheduled appointment for any reason except illness, I must notify Julie by text, email, phone/voicemail at least 36 business hours in advanced or I will be charged the full allowable amount for the time reserved for me. 

It is my intent to use my health insurance benefits for some or all of my therapy sessions with Julie Sullivan. I understand however, that I bear the full responsibility for payment related to my therapy sessions and that my insurance benefits will or may be limited by certain factors including an annual deductible, session co-pays, maximum allowable fees, non-billable costs, exhaustion of annual benefits, sessions deemed not medically necessary, etc.
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