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Old Dominion University Graduate Counseling Program

[Last Name] Professional Disclosure

CLIENT INFORMATION AND COUNSELOR PROFESSIONAL DISCLOSURE

[Name and Credentials]

The following information is designed to inform you about my background and to ensure that you understand the nature of our professional therapeutic relationship and your rights as a client.

I am a Master’s student in the Clinical Mental Health Counseling program at Old Dominion University (ODU) in Norfolk, VA. As a Master’s student, I am currently under supervision of faculty at ODU as well as a licensed mental health professional at my current place of employment. Upon graduation, I will meet the educational requirements to pursue licensure by the Virginia Board of Counseling. [Insert explanation of other relevant training or credentials as applicable].
Professional Services

I provide [insert type of counseling: e.g., individual, couple, family, group, etc.] counseling for [insert populations: e.g., adults, adolescents, children, elder adults, etc.]. I have been trained to work with the following presenting issues: [Insert presenting issues: e.g., substance abuse, anger management, sexual trauma, career development, or specific  mental health concerns you feel comfortable working with, such as depression or anxiety, etc.]. My therapeutic approach incorporates several major theories of counseling, including [insert theories: e.g., Solution-Focused, Cognitive-Behavioral, Gestalt, Existential, Adlerian, REBT, Person Centered, etc.]. I tailor my particular focus to the needs of the client(s). I believe that every individual possesses the strength and potential to work through life problems, and that most issues are developmentally based. I seek to help my clients discover this potential and learn skills and strategies that will help them achieve their goals through empowering my clients and providing them with conditions for personal growth.

The counseling process involves a collaborative relationship between client and counselor in an open environment where clients are free to share their thoughts and feelings honestly. Thus, your active participation and personal work outside of sessions are essential for counseling to be effective. I may ask you to try various things outside of the counseling hour to help you reach your goal. In most cases, you will be given a mental health diagnosis as part of your treatment. This diagnosis will be discussed with you and is used to plan the appropriate course of counseling. Your diagnosis will become part of your permanent record at this site, and may be accessed by your insurance company and any other entity to which your records are released.

Confidentiality

I respect your right to privacy, and anything shared in our sessions will remain confidential. There are three exceptions, however, to confidentiality. I am ethically bound to break confidentiality if I believe you are in imminent danger of harming yourself or others; if you report abuse or neglect of a third party who is a child, older adult, or disabled individual; or if I come under court order to release information.

In accordance with professional ethics, I may consult with my direct supervisors, other counselors, and the peers in my supervision group from time to time about aspects of certain cases while revealing as little as possible about clients’ identities. My supervisor and all other consultees are mental health professionals held to the same standards of confidentiality as I am, and these consultations are designed to help me provide the best services possible. Other than the three exceptions to confidentiality and consultations, you must provide specific signed permission for me to reveal any aspects of our counseling relationship to an outside party.

Length of Sessions, Fees, and Cancellations

Services will be rendered in a professional manner consistent with accepted ethical standards of the counseling profession. Therapy sessions are typically [insert length of sessions at your site: e.g., 50 minutes] long. As I am a counseling [practicum student or intern], the therapy services I provide at the [insert practicum or internship site] are free of charge [I don’t anticipate anyone will be charging for services as an intern or practicum student, but if so you must insert service fees as mandated by your agency here]. If you need to cancel or reschedule an appointment, please notify me at least 24 hours before your scheduled appointment time at [insert phone number].

Complaint Procedures

If you are not satisfied with any aspect of you counseling experience, please discuss this with me immediately. If you think you have been treated unethically and are unable to resolve the problem with me, you may contact my site supervisor, [insert site supervisor’s name, address, and phone number], or my university supervisor, A[insert university group supervisor’s name, address, and phone number], for clarification of client rights or to issue a complaint. You may also register any complaints with the National Board of Certified Counselors (3 Terrace Way, Greensboro, NC 27403).

If you have any questions or concerns about the information provide above, please discuss them with me. To indicate that you have read and understand this information, and agree to the terms outlined in this professional disclosure statement, please sign and date the form below. A copy of the signed form will be returned to you, and one will be kept by this site in your confidential records.

_______________________________
    _________________________________

[Name & Credentials]



     Client’s signature

_____________



    ____________

Date





     Date

CONSENT TO RECORD SESSIONS
Client’s Name: __________________________________

Guardian’s Name: ________________________________ Relationship to Client: ____________

Regularly taping sessions is a requirement of the Graduate Counseling Program at Old Dominion University for all student counselors who are in practicum or internship sites. Tapes will periodically be reviewed by my site supervisor, university supervisors, and the peers in my supervision group, who are mental health professionals and held to the same professional and ethical standards of confidentiality as I am to preserve the personal information revealed in the counseling relationship. The recordings are used to review my performance and ensure that I am providing you with the best services possible. All tapes will be erased or destroyed at the end of my internship at this site by [Insert end-of-semester date: MM/DD/YY]. Please feel free to ask any questions or express concerns to me about this procedure. A copy of the Recording Policy for the Graduate Counseling Program at Old Dominion University can be provided to you upon request.
I have read and understand the above statements regarding confidentiality, recording, and supervision of my sessions (or the sessions of my child). By signing below, I give my permission for these sessions to be recorded for training purposes as described above. I further understand that I can withdraw this permission at any time. 

_______________________________
    _________________________________

[Counselor Trainee Name & Credentials]
    Client or Guardian’s signature

_____________



    ____________
Date





     Date

