DISCLOSURE OF RIGHTS

NOTICE OF PRIVACY PRACTICES

Name of the psychotherapist:

Jeanette Troncoso, LMFT

Credentials/Licenses: 
B.A. in Psychology; M.S. in Counseling with a specialization in Child, Marriage and Family Therapy; Licensed Marriage/Family Therapist. License # MFT 266

Address of office:


20971 East Smoky Hill Road, Aurora, CO 80015

Phone number:


720-982-3708

The practice of professionals, who provide psychotherapy with or without license, is regulated by the Colorado Dept. of Regulations in Mental Health. Questions or complaints may be directed to the Mental Health Board, which is located at:

State Grievance Board

1560 Broadway, Room 1340

Denver, Colorado 80202

(303) 894-7766

The above named therapist provides mental health services according to the following:

· Every client has the right to receive information about my methods of therapy, the techniques utilized, the duration of therapy (50 minutes), and the cost of sessions.

· You have the right to seek a second opinion by another therapist, or to terminate therapy at any time (please remember to give 48 hour notice). 

· In a therapeutic relationship, intimate sexual contact is not appropriate and it is illegal in the State of Colorado. If this happens, this must be reported to the State Grievance Board at the above address.

· The information you share in the course of your therapy is confidential, except as required by law to report any cases of child abuse, homicide or suicide intent. In any of these cases, the therapist is obligated by law to report this to the police, to the potential victim, or to the Department of Social Services. Information about your therapy can only be shared with someone else with your written authorization. There are exceptions to the general rule of legal confidentiality, some of which are listed in the Colorado Revised Statutes 12-43-218.
· By this agreement, you also authorize me to exchange information related to care, diagnosis, and claims with your insurance company(s), and authorize insurance payment to be made directly to me for services provided by me. Demographic (including your name, social security, and date of birth) and financial information may also be released to a collection agency in the case of any unpaid balance.  Office staff performing bookkeeping or billing processes will have access to relevant information for that specific function and will not have access to clinical information.

· The cost of therapy will be discussed with you at the first session. Payment is due at time of service, whether this is the full session amount, a co-payment or co-insurance.  Please see the financial agreement for elaboration of financial policies.

I have been informed of the above. I understand my rights and obligations.

_____________________________________________

__________________________________________
Name of the client





Name of client
_____________________________________________

__________________________________________
Signature of client (or parent of minor) & date


Signature of client (or parent of minor) & date

_____________________________________________

__________________
Signature of the psychotherapist
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Revised 10/01/10

