Stephanie Jenkins Counseling, LLC          26518 Oak Ridge Dr.            The Woodlands, TX    77380                       832-228-7569


PROFESSIONAL DISCLOSURE STATEMENT
Stephanie M. Jenkins, MA, LPC

This document is designed to provide you with information about my qualifications and to ensure that you understand the professional relationship of counselor and client.  Stephanie Jenkins Counseling is a Limited Liability Corporation.

EDUCATION:  I am a Licensed Professional Counselor certified by the Texas State Board of Examiners of Professional Counselors.  I have a M.A. in Counseling from Sam Houston State University and a B.A. in Psychology from Knox College.

AREAS OF COMPETENCE:  As a LPC, my areas of competence and experience include individual, group, family, couple, career and adolescent counseling.  I have experience as a Vocational Specialist with adults with special needs and have volunteered in theatre and art workshops with children, adolescents and adults with special needs.  I also have experience in coordinating family services for 17 Head Start centers with Harris County Department of Education and managing a 24-hour crisis program for chronically mentally ill individuals with MHMRA of Harris County.  My clinical experience includes assessments and DSM-IV Diagnoses, consulting, counseling in a residential program for substance abuse and eating disorders, dual diagnosis, Equine Assisted Therapy, Animal Assisted Therapy, crisis intervention, addictions, anxiety, Bipolar, depression, Personality Disorders and counseling families of addicts.

COUNSELING APPROACH:  Counseling is a joint process; both counselor and client grow and learn from one another.  There are numerous reasons why people seek counseling.  Regardless of the reason, I believe that we all have the innate capacity to improve and change our lifestyles.  Counseling provides a safe environment to explore such changes and allows for individuals to gain personal awareness, insight and growth.  Together we can make a change.

In addition, I may incorporate Animal Assisted Therapy utilizing canines.  Animal Assisted Therapy can be very useful in reducing stress when discussing anxious experiences, learning new behaviors, creating awareness and modeling unconditional acceptance.  Please indicate any allergies or fears of canines:

Fear of Canines  (Initial: __________)

Allergies of Canines  (Initial: ___________)

No Fear/Allergy to Canines   (Initial: __________)

PROFESSIONAL RELATIONSHIP:  While sessions might be very intimate, psychologically, it is important for you to understand that the relationship is professional rather social.  Contacts, other than chance meetings, will be limited to appointments you arrange with the Counselor.  The Counselor will not attend social gatherings, accept gifts or relate to you in any other way other than in the professional context of the counseling sessions.  You will be best served if the relationship remains strictly professional and the sessions concentrate exclusively on your concerns.  While you may learn much with counseling, it is important for you to remember that the experience is within my professional role and relationship.

LIMITS OF CONFIDENTIALITY:  All information shared will be kept confidential with the following exceptions: (a) you give me written permission to tell someone else, and I agree to do so; (b) I believe you are a danger to yourself or others; (c) you disclose a minor is being exposed to or is consuming substances that are potentially harmful; (d) you disclose abuse, neglect or exploitation of a child, elderly person or disabled individual; (e) in a previous therapeutic relationship, your counselor sexually exploited you; (f) for verification of insurance benefits and billing purposes; (g) if I receive a court subpoena for your records (h) if you are minor, your legal guardians can have access to your records; (i) you disclose prenatal exposure to controlled substances that are potentially harmful; and/or (j) you report any abuse and/or neglect of pets/animals. Due to confidentiality, video and/or voice recording of sessions is prohibited  

Client/Legal Guardian: _________________________  Therapist Signature: _____________________ Date: _____________

TESTIFYING IN COURT:  Due to the nature of the therapeutic process and that it often involves making a full disclosure of many confidential and intimate matters, it is agreed that should there be legal proceedings, neither you or your attorney or anyone else acting on your behalf will call me to testify in court or at any proceedings nor will a disclosure of the psychotherapy records be requested.  However, if I should receive a subpoena by the Court, you will be responsible for my individual hourly court fee ($300), which is applied for all professional time allocated for my services (e.g. travel time, paperwork time, etc.)

Client/Legal Guardian: _________________________  Therapist Signature: _____________________ Date: _____________

RESCHEDULING/CANCELLING APPOINTMENTS: once an appointment is scheduled, you are expected to be at your appointment on time.  If you find it necessary to reschedule or cancel an appointment, please contact our office at least 24 hours 

PRIOR to your appointment.  Sessions that are not rescheduled or cancelled 24 hours prior to the scheduled appointment time will be billed a no-show fee of $80.  In the event that two sessions are missed (e.g. not rescheduled or cancelled within 24 hours of scheduled appointment time), the therapeutic contract will be terminated.

Client/Legal Guardian: _________________________  Therapist Signature: _____________________ Date: _____________

FEES, LENGTH OF THERAPY & INSURANCE: My cash fee is $50-$200 based on services provided.  Depending on the nature of the presenting problem, we may decide to schedule sessions in a different manner.  If I am an in-network provider for your insurance company, my office will file for you.  You will be responsible for your co-pay or deductible.  Should your insurance company not pay your claims, your balance is your financial responsibility.  If your account has not been paid for more than 60 days and arrangements have not been agreed upon, I have the option of using legal means to secure the payment.  This may involve hiring a collection agency.  In most collection situations, the only information released regarding a client’s treatment is his/her name, the nature of services provided and the amount due.  If I am not in-network with your insurance company, you will be provided with a receipt that you may file with your insurance company.  The fee for the therapy session is due at the time of our session.  If insurance is being used, insurance companies require that I diagnose your mental state and indicate that you have an illness before they will reimburse you for my services.  I will discuss with you the diagnosis I plan to use (if you would like) before you file claims with your insurance company.  Any diagnosis made will become a part of your permanent mental health record.  Once we have all of the information about your insurance coverage, we will discuss what we can expect to accomplish with the benefits that are available and what will happen if they run out before you feel ready to end your sessions.  It is important to remember that you always have the right to pay for my services to avoid any problems with insurance reimbursement.

Client/Legal Guardian: ________________________  Therapist Signature: ______________________ Date: _____________

CLIENT RIGHTS: You have the right to inquire about my professional credentialing and experience as a therapist.  You have the right to refuse a particular recommendation.  You have the right to discuss concerns or dissatisfactions about our work together.  You also have the right to end counseling at any time.  (I do, however, encourage you to make a commitment to attend a final session before terminating.)

CONSENT FOR TREATMENT

I, ___________________________________, (client/Legal Guardian), hereby give my consent to be treated (or have my child 

treated) by Stephanie Jenkins, LPC.  I understand that I may withdraw my (or my child’s) consent at any time and terminate 

service.  I give permission for the following individuals to be contacted in case of a medical/life-threatening situation: 

___________________________________________  (Phone: __________________________________).

Client/Legal Guardian: ________________________  Therapist Signature: ______________________ Date: ______________

As the guardian of a minor, if you are divorced, you will be required to bring a copy of the most recent divorce decree to your first counseling session.  The only exception will be if both biological parents are present for the appointment.  Counseling cannot be provided to children/adolescents of divorce if I do not have a copy of the most recent divorce decree indicating guardianship. 
The State Board of Examiners of Professional Counselors established the rules under which I provide services.  The Board’s address and telephone number are as follows:  1100 West 49th Street, Austin, TX  78756 (1-800-942-5540).

