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INFORMED CONSENT AND DISCLOSURE STATEMENT FOR THERAPY SERVICES 

COUNSELOR-CLIENT SERVICE AGREEMENT 

Welcome to my practice. This document contains important disclosure information about my 

professional services and business policies. It was created to accord with the Oregon Revised Statutes, 

Oregon Administrative Rules, the Washington Administrative Code, the Revised Code of Washington, 

and the Association of Social Work Boards. It also contains summary  

It contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), 

a federal law that provides privacy protections and patient rights about the use and disclosure of your 

Protected Health Information (PHI) for the purposes of treatment, payment, and health care operations.  

Although these documents are long and sometimes complex, it is very important that you understand 

them. When you sign this document, it will also represent an agreement between us. We can discuss 

any questions you have when you sign them or at any time in the future. 

COUNSELING AND THERAPY SERVICES 

For the purposes of this document, “counseling” and “therapy” are considered to be equivalent terms. 

Counseling is a relationship between people that works in part because of clearly defined rights and 

responsibilities held by each person. As a client in counseling, you have certain rights and responsibilities 

that are important for you to understand. There are also legal limitations to those rights that you should 

also understand. I, as your therapist, have corresponding responsibilities to you. These rights and 

responsibilities are described in the following sections. 

Counseling has both benefits and risks. Risks may include experiencing uncomfortable feelings, such as 

sadness, guilt, anxiety, anger, frustration, loneliness and helplessness, because the process of counseling 

often requires discussing unpleasant areas of your life or difficult topics. However, counseling has been 

shown to have benefits for individuals actively engage in it. Counseling often leads to a significant 

reduction in feelings of distress, increased satisfaction in interpersonal relationships, greater personal 

awareness and insight, increased skills for managing stress and resolutions to specific problems. But, 

there are no guarantees about what will happen. Counseling requires a very active effort on your part. 

In order to be most successful, you will have to work on things we discuss outside of sessions. 

MY PROFESSIONAL EDUCATION AND TRAINING 

I am a Licensed Clinical Social Worker in Oregon (License #L6858) and a Licensed Independent Clinical 

Social Worker in Washington (License #LW61061729). 

I completed my graduate training in social work at Portland State University. I graduated with my Master 

of Social Work degree in 2002. I graduated with my Doctor of Philosophy degree in Developmental 

Psychology in 2012. This is an academic research degree focused on neurodevelopment, not a clinical 

counseling degree, and as such is not licensable.  



Naomi Mayo Counseling, LLC 
1113 June Street 

Hood River, OR 97031 
(541)-566-6296 

 

MY THERAPEUTIC ORIENTATION 

Although the specifics of my approach in therapy will vary based on the client’s concerns, 

developmental level, and modality (individual, couple, family), I always take a trauma-informed and non-

pathologizing approach, asking "What happened?" instead of "What's wrong with this person?". 

Clinically, I ground my client’s concerns using a developmental and relational framework  

I have formal training in many types of counseling established as effective through research: 

Motivational Interviewing, Solution-Focused Brief Therapy, Feedback Informed Treatment, Applied 

Behavior Analysis, Incredible Years, Collaborative Problem Solving, Parent-Child Interaction Therapy, 

Cognitive Processing Therapy, Emotionally Focused Therapy, Interpersonal Neurobiology, and 

Acceptance and Commitment Therapy. 

I integrate aspects of these into my practice, but mostly use Acceptance and Commitment Therapy and 
Interpersonal Neurobiology. In brief this means that I pay attention to: 

• The client in the context of their family, past and present. This means being aware of 
attachment, family culture, and communication styles. 

• The role of the brain and the body in the person’s mental health. This means being aware of 
development, physical health, neurobiology, and trauma. 

• The purpose of narrative and behavior. This means connecting behavior to the person’s values 
and goals, considering the behavior’s causes and consequences, and capitalizing on individual 
strengths. 

PROPOSED COURSE OF TREATMENT 

As everyone is different and is experiencing different things when they see me, the specifics of 

treatment and the proposed treatment plan will be different for each person. However the general 

structure of treatment will be similar. The first visit will involve an assessment of your, or your child’s, 

behavioral health and needs. This might result in a mental health diagnosis. If I do diagnose you or your 

child, I will explain what the diagnosis means and discuss with your its clinical implications. By the end of 

the second visit we will have identified clear goals for our work together and a plan for how to achieve 

those goals. 

Child counseling must involve the central parent(s) or parent-figure(s) in the child’s life. Some visits 

might only be with the adult and some might only include the adult for the first or last 10 minutes, but 

no visits will only be with the child. When indicated and with written permission from you, I can 

collaborate with your child’s medical providers and teachers. I don’t engage in custody disputes or 

testify in court. Counseling with adolescents does not necessarily include the parent. The adolescent is 

my client and gets to determine what is shared about them with their parent. The only exception is 

when the adolescent’s safety is at risk. The adolescent will always know if I need to talk with their parent 

or if their parent contacts me. I provide parent coaching in skills to strengthen attachment and support 

growth, including methods for building and mastering social, emotional, and behavioral skills. When 

adult issues are interfering with parenting, I provide individual counseling for adults. 
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If you have questions about my procedures, we should discuss them whenever they arise. If your doubts 

persist, I will be happy to help you set up a meeting with another mental health professional for a 

second opinion.  

APPOINTMENTS  

Appointments are 55 minutes. Frequency of appointments are based on personal preference and clinical 

recommendation.  

If you need to cancel or reschedule a session, I ask that you provide me with 24 hours notice. If you miss 

a session without canceling, or cancel with less than 24 hour notice, my policy is to ask you to pay half of 

the appointment fee, unless we both agree that you were unable to attend due to circumstances 

beyond your control. This is my policy as insurance companies do not provide reimbursement for 

cancelled sessions. You are responsible for coming to your session on time; if you are late, your 

appointment will still need to end on time. 

PROFESSIONAL FEES AND INSURANCE 

My standard fee for the initial assessment appointment is $200.00. Subsequent appointments are 

$150.00. If you have health insurance that covers my services, you will be responsible only for the co-

pay or co-insurance set by your policy. With your permission, my billing service and I will assist you to 

the extent possible in filing claims and ascertaining information about your coverage, but you are 

responsible for knowing your coverage and for letting me know if/when your coverage changes. 

You are responsible for paying at the time of your session unless prior arrangements have been made. 

Payment must be made by check or cash or using credit card through my online client portal. Any checks 

returned to my office are subject to an additional fee of up to $25.00 to cover the bank fee that I incur. 

If you refuse to pay your debt, I reserve the right to use an attorney or collection agency to secure 

payment. 

In addition to scheduled appointments, it is my practice to charge my hourly $150.00 amount on a 

prorated basis (I will break down the hourly cost) for other professional services that you may require 

such as report writing, telephone conversations that last longer than 15 minutes, consultations with 

other professionals (teachers, medical providers) or the time required to perform any other service 

which you may request of me. Please note, I do not provide custody evaluations or evaluations of legal 

competence. If you anticipate becoming involved in a court case, I recommend that we discuss this fully 

before you waive your right to confidentiality. If your case requires my participation, you will be 

expected to pay for the professional time required even if another party compels me to testify. 

You should also be aware that most insurance companies require you to authorize me to provide them 

with a clinical diagnosis. Sometimes I have to provide additional clinical information such as treatment 

plans or summaries, or copies of the entire record (in rare cases). This information will become part of 

the insurance company files and will probably be stored in a computer. Though all insurance companies 

claim to keep such information confidential, I have no control over what they do with it once it is in their 
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hands. In some cases, they may share the information with a national medical information databank. 

Upon your request, I can provide you with a copy of any report I submit. By signing this Agreement, you 

agree that I can provide requested information to your carrier if you plan to pay with insurance. Because 

of these confidentiality concerns, some clients elect to pay out-of-pocket and not use health insurance 

benefits.  

If I am not a participating provider for your insurance plan, I will supply you with a receipt of payment 

for services, which you can submit to your insurance company for reimbursement. Please note that not 

all insurance companies reimburse for out-of-network providers. If you prefer to use a participating 

provider, I will refer you to a colleague. I do verify insurance coverage and benefits, but it is your 

responsibility to confirm that I am a participating provider for your insurance plan and to let me know of 

any changes to your policy.  

PROFESSIONAL RECORDS 

I am required to keep appropriate records of the counseling services that I provide. I use an electronic 

health record called SimplePractice. It is HIPAA-secure but if there is a breach of the confidentiality of 

your PHI, I am required to let you know. My documentation style is brief, mostly noting that you were 

here, your reasons for seeking therapy, the goals and progress we set for treatment, your diagnosis, 

topics we discussed, your medical, social, and treatment history, records I receive from other providers, 

copies of records I send to others, and your billing records. Except in unusual circumstances that involve 

danger to yourself or others, you have the right to a copy of your file. Because these are professional 

clinical records, they may be misinterpreted and/or upsetting to untrained readers. For this reason, I 

recommend that you initially review them with me, or have them forwarded to another mental health 

professional to discuss the contents. If I refuse your request for access to your records, you have a right 

to have my decision reviewed by another mental health professional, which I will discuss with you upon 

your request.  

CONTACTING ME 

I don’t email with clients and only text about appointment logistics as these forms of communication 

aren’t necessarily encrypted and using them increases the risk of a breach of security of your personal 

health information. Established clients can use the secure client portal through SimplePractice to 

message me. There is a link to this on my website. I am often not immediately available by telephone. I 

do not answer my phone when I am with clients or outside of my stated business hours. You may leave a 

message on my confidential voice mail and I will return your call within two business days.  

For mental health emergencies that pose an imminent safety risk, dial 911 and ask to speak to the 

mental health worker on call. For all other mental health emergencies, call 888-877-9147 (Hood River 

and Wasco counties) or 866-427-4747 (Klickitat and Skamania counties). 
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CONFIDENTIALITY 

My policies about confidentiality, as well as other information about your privacy rights, are fully 

described in a separate document entitled Notice of Privacy Practices. In brief, I will attempt to keep all 

information you disclose to me confidential, with some notable exceptions outlined below: 

• You tell me you plan to cause serious harm or death to yourself, and I believe you have the 

intent and ability to carry out this threat in the very near future. In such cases, I must act to 

protect you from harming yourself. For child and adolescent clients, I will take steps to inform a 

parent or guardian of what you have told me and how serious I believe this threat to be. 

• You tell me you plan to cause serious harm or death to someone else who can be identified, and 

I believe you have the intent and ability to carry out this threat in the very near future. In such 

cases, I must inform the person who you intend to harm. For child and adolescent clients, I must 

inform both your parent or guardian, and the person who you intend to harm. 

• You are doing things that could cause serious harm to yourself or someone else, even if you do 

not intend to harm yourself or another person. In such cases, I will need to use my professional 

judgment to decide whether I need to act to protect yourself or another person from harm. For 

child and adolescent clients, I will need to use my professional judgment to decide whether a 

parent or guardian should be informed, in addition to deciding whether I need to act to protect 

yourself or another person from harm. 

• You give me reason to suspect that a child or adolescent is being or has been abused physically, 

sexually or emotionally, or that you were abused as a child or adolescent. In this situation, I am 

required by law to report the abuse to the appropriate State department. 

• You tell me that an adult over 65 or an adult with developmental disabilities is being abused 

physically, sexually or emotionally, or has been abused in the past. In this situation, I am 

required by law to report the abuse to the appropriate State department. 

• You are involved in a court case and a request is made for information about your counseling or 

therapy. If this happens, I will not disclose information without your written agreement unless 

the court requires me to. I will do all I can within the law to protect your confidentiality, and if I 

am required to disclose information to the court, I will inform you that this is happening. 

• You waive your privilege to confidentiality if you bring charges against me. 

You have been provided with a copy of the Notice of Privacy Practices and we have discussed those 

issues. Please remember that you may reopen the conversation at any time during our work together. 

If you would like me to consult with or release part of your record to another professional, such as a 

teacher or doctor, I will ask you to sign either a Verbal Consent to Disclose or a Release of Information 

outlining what information can be shared. 
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GRIEVANCES 

If you believe that I have acted unprofessionally, you have the right to contact the Oregon Board of 
Licensed Social Workers.  

Oregon Board of Licensed Social Workers 

3218 Pringle Rd SE, Suite 240 

Salem, OR 97302-6310 

Telephone: 503-378-5735 

E-mail: oregon.blsw@oregon.gov 

If you are unhappy with what is happening in counseling, I hope you will talk with me so that I can 

respond to your concerns. Such comments will be taken seriously and handled with care and respect. 

You may also request that I refer you to another therapist and are free to end therapy at any time. You 

have the right to considerate, safe and respectful care, without discrimination as to race, ethnicity, 

color, gender, sexual orientation, age, religion, national origin, or source of payment. You have the right 

to ask questions about any aspects of therapy and about my specific training and experience. You have 

the right to expect that I will not have social or sexual relationships with clients or with former clients. 

You have the right to choose treatment, to choose your counselor and treatment modality that best 

suits your needs, and to confidentiality (with some notable exceptions listed above).  

CONFIDENTIALITY SPECIFIC TO PARENTS/GUARDIANS & MINORS 

While privacy for adolescents in therapy is crucial to successful progress, the involvement of 

parents/guardians is often also essential. It is my policy not to provide treatment to a child under age 13 

unless s/he agrees that I can share whatever information I consider necessary with a parent. For 

children 14 and older, I request an agreement between the client and the parents/guardians allowing 

me to share general information about treatment progress and attendance, as well as a treatment 

summary upon completion of therapy. It is also my policy to require that a parent/guardian be present 

with the child or adolescent under 16 years of age for all or part of the first two visits so that I can make 

an accurate assessment about whether individual or family counseling is most indicated.  

All other communication will require the adolescent’s agreement, unless I feel there is a safety concern 

(see also above section on Confidentiality for exceptions), in which case I will make every effort to notify 

the adolescent of my intention to disclose information ahead of time and make every effort to handle 

any objections that are raised. See the Adolescent Consent Form, to be signed by both adolescent and 

parent(s). 

Per the Oregon Regulatory Statute 109.675, any minor 14 years or older may request and receive 

outpatient mental health, drug, or alcohol treatment without the consent of the minor's parent. 

However, the therapist may disclose health information to a minor’s parent or guardian per ORS 

109.680 if it is clinically appropriate and in the minor’s best interests or the minor is at risk of attempting 

suicide and requires hospital admission. 
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Parent/Guardian: Initial the boxes below indicating your understanding of and agreement to respect 

your adolescent’s privacy. 

☐ I will refrain from requesting detailed information about individual therapy sessions with my child. I 

understand that I will be provided with periodic updates about general progress, and/or may be asked 

to participate in therapy sessions as needed. 

☐ Although I know I have the legal right to request written records/session notes since my child is a 

minor, I agree NOT to request these records in order to respect the confidentiality of my adolescent’s 

treatment. 

☐ I understand that per the Oregon Regulatory Statute 109.675, any minor 14 years or older may 

request and receive outpatient mental health, drug, or alcohol treatment without the consent of the 

minor's parent.  

☐ I understand that providers are expected to involve parents by the end of the minor’s mental health, 

drug, or alcohol treatment unless there are specific extenuating circumstances. 

☐ I understand that I will be informed about situations that could endanger my child. I know this 

decision to breach confidentiality in these circumstances is up to the therapist’s professional judgment 

and may sometimes be made in confidential consultation with her consultant/supervisor. 

CONSENT TO COUNSELING AND PSYCHOTHERAPY SERVICES 

Your signature below indicates that you have read this Agreement and agree to its terms for yourself 

as the client seeking counseling or as a parent/guardian of a minor seeking counseling. 

 

 _______________________________________   ________________  

Signature of client   Date 

 

 _______________________________________   ________________   ___________________  

Signature of authorized parent/guardian  Date  Relationship to client  

 


