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Informed Consent

CREDENTIALS
Shaine has a Master of Science degree in Psychology with a Specialization in Counseling and is Licensed by the State of Tennessee as a Professional Counselor – Mental Health Service Provider, (LPC-MHSP). In addition she also holds a Bachelor of Arts degree in Biology and is a certified EMDR provider.  
RISKS IN COUNSELING
Counseling may be tremendously beneficial, while at the same time there are some risks. The risks may include the experience of intense and unwanted feelings, including sadness, fear, anger, guilt, or anxiety. It is important to remember that these feelings may be natural and normal and are an important part of the counseling process. Other risks of counseling may include: recalling unpleasant life events, facing unpleasant thoughts and beliefs, increased awareness of feelings, values and experiences, alteration of an individual’s thinking, and calling into question some or many of your beliefs and values. I will be available to discuss any of your assumptions, problems, or possible side effects of our work together. 

CLIENT’S RIGHTS  (See HIPAA Privacy Rights form)
· You have the right to ask questions about any part of the counseling session.

· You have the right to end counseling at any time without any moral, legal, or financial obligations other than those already accrued.

· You have the right to review the information in your files at any time with proper notification and in consultation with your counselor except in cases where to do so would not be in your best interest as determined by the counselor.

· You have the right to request a release of the information in your counseling files to any person or agency you designate.

LIMITS OF CONFIDENTIALITY
Contents of all therapy sessions are considered to be confidential. Both verbal information and written records about a client cannot be disclosed or shared with another party without the written consent of the client or the client’s legal guardian. Noted exceptions are as follows:
· Duty to Warn and Protect

When a client discloses intentions or a plan to harm another person, the mental health professional is required to warn the intended victim and report this information to legal authorities. In cases which the client discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify the family of the client.

· Abuse of Children and Vulnerable Adults

If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the mental health professional is required to report this information to the appropriate social service and/or legal authorities.

· Prenatal Exposure to Controlled Substances
Mental Health Care Professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful.

· Minors/Guardianship

Parents or legal guardians of non-emancipated minor clients have the right to access the client’s records.

· Insurance Providers (when applicable)

Insurance companies and other third-party payers are given information that they request regarding services to clients. Information that may be requested includes types of services, dates/times of service, diagnosis, treatment plan, and description of impairment, progress of therapy, case notes, and summaries.
TERMINATION
Termination of counseling may occur at any time and may be initiated by either the client or the counselor. I request that if a decision to terminate is being made that there be a minimum of a seven day notice in order that a final termination session may be scheduled. If there has been no therapeutic sessions for a 8 week period, Shaine T. Malekgoodar, LPC-MHSP will mail a written letter informing client of the inactive status of the therapeutic alliance. Clients can resume interaction, but will be required to complete all initial paperwork an additional time. By initialing, you are agreeing to have written correspondence regarding termination.
INITIAL: _________________
CLIENT RECORDS
Records of clients are confidential. They can only be released with the written consent of the client or legal guardian. In the event of the sudden unexpected death or permanent mental disability (coma, etc), of Shaine T. Malekgoodar, MS, LPC-MHSP, she has instructed any other Mindful Journey professional to take possession and keep safe and confidential the client files of Shaine T. Malekgoodar, MS, LPC-MHSP. The same rules of confidentiality will be applied and the client files will be handled in a professional manner. By signing this form you are authorizing the transfer of your client files to another Licensed Professional Provider in the event of death or permanent mental disability of Shaine T.Malekgoodar, MS, LPC-MHSP. If such an event occurs, your client records may be obtained from Mindful Journeys by contacting the office in writing and providing proof of identification or guardianship. If no such request is made, Mindful Journey may, at their discretion, destroy the files in accordance with the current laws in place at that time regarding mental health records.    
INITIAL: __________________
CLIENTS WHO ARE DEPENDENTS
If you are requesting services as the guardian or parent of a child or a dependent adult, the same general principles as above will apply. However, as your child’s counselor it is important that your child be able to completely trust the counselor. As such, I keep confidential what the child says in the same way I keep confidential what an adult says. As the parent or guardian you have the right and responsibility to question and understand the nature of the progress with your child, and I must use my discretion as to what is an appropriate disclosure. In general, I will not release specific information that the child provides to me; however, I feel it is appropriate to discuss your child’s progress in broader terms and value your participation in their counseling experience. You will be asked to sign a “Consent to Treat” form for your child.

If you understand these disclosure statements and desire to proceed with the counseling relationship, please indicate this below with your signature and today’s date: I agree to the above disclosures and understand their meanings and ramifications. I have been given an exact copy of this form and a HIPAA Privacy Rights form.
SIGNATURE: _____________________________________________________            Date:_______________________ 

