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THERAPY INFORMATION DISCLOSURE STATEMENT  

Michele Scoleri, MA, LMHC (Luminous Life Counseling PLLC) | WA State License 
#LH60825988 

Therapy is a relationship that works in part because of clearly defined rights and 
responsibilities held by each person. This frame helps to create the safety to take risks 
and the support to become empowered to change. As a client in therapy, you have 
certain rights that are important for you to know about because this is your therapy, 
and the goal is your wellbeing. There are also certain limitations to those rights that you 
should be aware of. As a therapist, I have corresponding responsibilities to you.  

My Responsibilities to You as Your Therapist  

Confidentiality 

With the exception of certain specific exceptions described below, you have the absolute 
right to the confidentiality of your therapy. I cannot and will not tell anyone else what 
you have told me, or even that you are in therapy with me, without your prior written 
permission. Under the provisions of the Health Care Information Act of 1992, I may 
legally speak to another health care provider or a member of your family about you 
without your prior consent, but I will not do so unless the situation is an emergency. I 
will always act to protect your privacy even if you release me in writing to share 
information about you. You may direct me to share information with whomever you 
choose, and you can change your mind and revoke that permission at any time. You 
may request anyone you wish to attend a therapy session with you.  

You are also protected under the provisions of the Federal Health Insurance Portability 
and Accountability Act (HIPAA). This law insures the confidentiality of all electronic 
transmission of information about you. Whenever I transmit information about you 
electronically (for example, sending bills or faxing information), it will be done with 
special safeguards to ensure confidentiality.  

The following companies (“Business Associates”) may have access to your Protected 
Health Information for the purpose of carrying out Treatment, Payment, and/or Health 
Care Operations: Prestige Medical Billing Company, Inc., Sharefile, Compuhealth, 
Billflash, Square.  
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I am a member of a consult group. When necessary, I may discuss our work together in 
this group. I do not use full names, and I change your demographics and identifying 
information to protect your confidentiality. If you prefer that I do not discuss my work 
with you in this group, please let me know.  

The following are legal exceptions to your right to confidentiality. I would inform 
you of any time when I think I will have to put these into effect.  

1. If I have good reason to believe that you will harm another person, I must attempt to 
inform that person and warn them of your intentions. I must also contact the police and 
ask them to protect your intended victim.  

2. If I have good reason to believe that you are abusing or neglecting a child or 
vulnerable adult, or if you give me information about someone else who is doing this, I 
must inform Child Protective Services within 48 hours and Adult Protective Services 
immediately.  

3. If I believe that you are in imminent danger of harming yourself, I may legally break 
confidentiality and call the police or the county crisis team. I am not obligated to do this 
and would explore all other options with you before I took this step. If at that point you 
were unwilling to take steps to guarantee your safety, I would call the crisis team.  

4. If you tell me about behavior of another health or mental health care provider that 
informs me the person has either a. engaged in sexual contact with a patient, including 
yourself or b. is impaired from practice in some manner by cognitive, emotional, 
behavioral, or health problems, then the law requires me to report this to their licensing 
board at the WA Dept. of Health. I would inform you before taking this step. If you are 
my client and a health care provider, your confidentiality remains protected under the law from 
this kind of reporting.  

Record-keeping  

I keep very brief records, noting only that you have been here, the topics we discussed, 
current symptoms, mental status, suicidal ideation (if present), and any treatment 
changes we made. These records are kept and secured in compliance with HIPAA and 
Washington State law. If you prefer that I keep no records, you must give me a written 
request to this effect for your file, and I will only note that you attended therapy in the 
record. Under the provisions of the Health Care Information Act of 1992, you have the 
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right to a copy of your file at any time. You have the right to request that I correct any 
errors in your file. You have the right to request that I make a copy of your file available 
to any other health care provider. All requests must be in writing.  

 

Diagnosis  

If a third party, such as an insurance company, is paying for part of your bill, I am 
normally required to give a diagnosis to that third party for payment. Diagnoses are 
technical terms that describe the nature of your problems and something about whether 
they are short-term or long-term problems. If I do use a diagnosis, I will discuss it with 
you. All of the diagnoses come from a book titled the DSM 5.  

Other Rights  

You have the right to ask questions about anything that happens in therapy. I am 
always willing to discuss how and why I've decided to do what I'm doing and to look at 
alternatives that might work better. You can feel free to ask me to try something that 
you think will be helpful. You can ask me about my training for working with your 
concerns and can request that I refer you to someone else if you decide I'm not the right 
therapist for you. You are free to leave therapy at any time.  

My Training and Approach to Therapy  

I have a MA in Counseling Psychology, earned at Bastyr University. I use an integrative 
approach to therapy but draw most consistently from the Humanistic, person-centered 
framework. What this means is that I work collaboratively with you, focusing on what 
is happening in your life now, how the past has shaped your current situation, and the 
choices that you will make to help empower you to find solutions and/or acceptance. I 
will be attending to your thoughts, feelings, and body language. I may from time to 
time suggest particular exercises, if useful and appropriate, such as mindfulness 
meditation, journaling or writing, or specific books. I see therapy as a collaborative 
effort in which we form an alliance to explore the nature of and meaning behind your 
unique issues.  

In some cases, it may be useful for me to consult with other healthcare providers you 
see, and this will only occur if you consent and sign a release of information. I may 
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suggest that you consult with a physical health care provider regarding somatic 
treatments that could help your problems. I refer both to traditional and non-traditional 
(naturopathic and Oriental medicine). I may suggest that you get involved in a therapy 
or support group as part of your work with me. You have the right to refuse anything 
that I suggest.  

The relationship between therapist and client is the vehicle through which client change 
can take place. As such, it is often one in which close emotional bonds develop. It is also 
a professional relationship in which appropriate boundaries must be maintained. For 
the most part, the therapeutic relationship begins and ends at the therapy office. 
Although this is sometimes difficult to understand, it is a necessary requirement for 
maintenance of the therapeutic environment.  

If we happen to see each other in public, your confidentiality will be protected, and I 
will follow your lead. If the situation feels uncomfortable and you choose not to greet 
me, I will act in kind. If you choose to greet me, I will respond. If others ask about our 
affiliation, that will be your question to answer.  

Please also note that I do not accept friend requests on social media sites from current or 
former clients. Doing so may compromise your confidentiality and privacy.  

You normally will be the one who decides therapy will end, with two exceptions. If I 
am not, in my judgment, able to help you because of the particular concern you have or 
because my training and skills are in my judgment not appropriate, I will inform you of 
this fact and refer you to another therapist who may meet your needs. If you are violent 
towards me, make verbal or physical threats, or harass me, my associates, or my family, 
I reserve the right to terminate you immediately from treatment. If I terminate you from 
therapy, I will offer you referrals to other sources of care, but I cannot guarantee that 
they will accept you for therapy.  

I am away from the office throughout the year for vacations or to attend professional 
meetings. If I am not taking and responding to phone messages during those times, I 
will have someone cover my practice. I will tell you in advance of any anticipated 
lengthy absences and give you the name and phone number of the therapist who will be 
covering my practice during my absence. I am available for brief between-session 
phone calls during normal business hours. If you are experiencing an emergency when I 
am out of town, or outside of my regular office hours (after 6 pm weekdays or over the 
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weekend), please call the King County Crisis Line at 866-427-4747. If you believe that 
you cannot keep yourself safe, please call 911 or go to the nearest hospital emergency 
room for assistance.  

An important note about electronic communication: It is important to acknowledge 
that technological communication (cell phone, e–mail, Skype, and other types of 
internet communications), are not secure/confidential forms of communication and do 
not guarantee confidentiality. There is also the possibility of equipment failure. My 
services are provided privately in person, but I will consider your requests for 
telephone or video conferencing sessions under special circumstances at the same 
hourly rates. Please note, if you are using insurance, it may not cover any therapy that 
happens outside of the office (phone, video etc). You will be responsible for paying 
for these services out of pocket. I will accept documents you may want to send by 
email, and I am happy to answer short inquiries, but I will not engage in therapeutic 
work through email or text. By signing this form you are allowing me to use these 
forms of communication. You agree not to hold Luminous Life Counseling PLLC or me, 
Michele Scoleri, MA, LMHC, legally responsible for the transmission of this data. 
____________(client initial)  

Your Responsibilities as a Therapy Client  

You are responsible for coming to your session on time and at the time we have 
scheduled. If you are late, we will end on time and not run over into the next person's 
session. If you miss a session without canceling or cancel with less than twenty-four 
hour notice, you must pay for the full session before or at our next regularly scheduled 
meeting. Missed sessions are not covered by insurance, you agree to pay the cost of 
the session out of pocket. ________________(client initial)  

You are responsible for paying for your session weekly unless we have made other firm 
arrangements in advance. Emergency phone calls of less than ten minutes are normally 
free. However, if we spend more than 10 minutes in a week on the phone or if you leave 
more than 10 minutes worth of phone messages in a week, I will bill you for that time as 
noted in my fee schedule. My fees go up periodically every few years. If a fee raise is 
approaching, I will remind you of this well in advance. Please see the following Fee 
Schedule for a complete listing of my services and associated fees.  
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Practice Fee Schedule (as of October 2019)  

 

 

 

 

 

 

Intake/Diagnostic Session  
  
 

   

$180.00 (53-60 minutes) 

Individual sessions  

 

 

  
$160 (53-55 minutes)  

Family session -with or 
without the client present  

 $180 (60 minutes) 

Prolonged Services 
30-74 additional minutes 
added to session 
 

$100 

Services not covered by 
insurance 

Forms/Letters outside 
appointment ($150 hour, 
billed in increments of 15 
minutes) 
 
Letters for attorneys 
($250/hour) 
 
Late cancel/no show 
(equivalent to appointment 
fee) 
 
Phone sessions (equivalent 
to appointment fee) 
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I accept some insurance plans (please inquire for your plan). Health insurance can 
help offset the cost of therapy, but sometimes there are trade-offs in choice, flexibility, 
limits to kind or duration of treatment, session time limits and confidentiality. You are 
responsible for finding out what kind of coverage, if any, for mental health your 
insurance provides. I can supply you a statement on request, but I am only able to bill 
insurance companies that I currently accept. Please be aware that insurance companies 
ask for a mental health diagnosis. You are responsible for paying for your session in full 
(Fee at Time of Service clients) or your co-pay/co-insurance/deductible (insurance 
clients) at the time of services, preferably at the beginning so as to not interrupt our 
session prematurely or run over time.  

 

 

 

 

 

 

 

 

 

 

 

I am not willing to have clients run a bill with me, nor do I barter for services. 
Acceptable methods of payment are cash, check and credit card. Checks returned for 
insufficient funds (NSF) are subject to a $30 NSF fee. Payment on the check plus the 
NSF fee is due immediately upon notification and is due in the form of cash or a 
cashier’s check. Client payments after an NSF check must be in the form of cash, card or 
cashier’s check only.  

For Insurance Clients (please initial each line): 
 
_____I certify that I am eligible for benefits under my prepaid health benefit 
plan. In the event that I am later found to be ineligible or in consideration of 
being treated without proof of eligibility, I agree to pay for any and all services 
provided by my individual practitioner base upon regular fees then in effect. 
 
____I understand that all co-pays, co-insurances, deductibles and on-covered 
services will be due at the time of service unless other payment arrangements are 
made with the provider or billing company directly. 
 
____I grant permission to Prestige Medical Billing Co., Inc to submit claims on 
my behalf to my insurance carrier for services provided by Michele 
Scoleri/Luminous Life Counseling PLLC. 
 
____I authorize the release of any medical or other information necessary to 
process my claims. 
 
____I authorize payment of medical benefits to Michele Scoleri/Luminous Life 
Counseling PLLC directly from my insurance carrier. 
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Accounts not paid according to the terms and conditions above are both a business and 
treatment concern. If your account is overdue, I will attempt to arrive at a mutually 
agreeable plan to bring the account current. If this cannot be accomplished, seriously 
delinquent accounts may be referred for collection – information necessary to affect 
collection will be released to the collection agent. Should it become necessary to file suit 
in the context, you agree to pay reasonable attorney fees. Balances not paid within 30 
days are subject to a fee of 5% per billing cycle. If your account is referred for collection, 
I may need to terminate treatment as soon as clinically possible. Referring an account to 
collections will have implications for your confidentiality. 

Complaints: If you have concerns about the treatment you are receiving or my 
behavior, please feel free to discuss this directly with me. If you believe that I've been 
unwilling to listen and respond, or that I have behaved unethically, you can make a 
formal complaint to the Department of Health, Health Professions Quality Assurance, 
PO Box 47869, Olympia, WA 98504.  

 

I have read and agree to the policies in this document: 

  

__________________________________________________   _____________________ 

 Client (or Legal Guardian) Printed Name                           Date  

 

__________________________________________________   _____________________  

Client (or Legal Guardian) Signature                                     Date  

 

__________________________________________________   _____________________ 
Michele Scoleri, LMHC (Luminous Life Counseling PLLC) Date 


