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DISCLOSURE STATEMENT 

 

Training and Degrees-I received my Bachelor of Science in Nursing from the University of 
Minnesota-Twin Cities and passed the Vermont State Board Examinations for Registered Nurse 
(RN) Licensure.  Beginning in 2009, I took additional undergraduate psychology courses at 
Rochester (MN) Technical and Community College, Anoka-Ramsey (MN) Community College, and 
the University of Minnesota-Twin Cities.  I started graduate school counseling courses in 2013 at 
Bethel University in St. Paul, MN.  In 2014 I transferred to and subsequently graduated in 2017 
from The Seattle School of Theology and Psychology in the Belltown neighborhood of Seattle, 
WA.  I am a Mental Health Counselor regulated by Washington State (Credential Number LH 
60941401).  This means that I have earned a Master of Arts degree in Counseling Psychology, 
and I have obtained Washington State licensure.  I also am a Chemical Dependency Professional 
Trainee regulated by Washington State (Credential Number CO 60928533).     
 

Counseling Orientation & Approach-I believe that the process of healing begins through 
authentic and vulnerable connection with another.  My counseling orientation is informed by 
attachment theory and the relational psychodynamic therapeutic model which looks at patterns 
of relating from early life up to the present.  I offer genuine involvement where there is an 
ongoing invitation to explore deep issues and concerns.  In order for a person to grow one’s 
ability to engage distress and discord within oneself and with other people, I believe that a 
relational model offers direction in entering resistant places for the potential of personal healing 
and development.   
 Additionally, my Christian beliefs influence the manner in which I view the therapeutic 
profession.  I am impacted by the worth which God ascribes to each individual, and my 
interactions with clients hopefully will demonstrate that they are valuable and loved.  I believe 
that counseling can be an incredibly supportive tool where there is hope for change and greater 
love.        
 

Risks and Benefits-Counseling may be a disruptive process, since it frequently involves talking 
about challenging areas of life. It is possible to experience uncomfortable feelings, such as 
sadness, grief, guilt, anger, loneliness, or helplessness. However, counseling may have many 
positive aspects, including improved relationships, potential solutions to specific issues, and a 
reduction in emotional distress. Also, it is important to realize that symptoms or concerns may 
increase for a time as a normal part of the healing process.  The duration of counseling varies 
with each individual.  If you have questions about any element of the counseling process, please 
know that I invite questions and feedback. 
 

Confidentiality-Beyond this Disclosure Statement, you received my Notice of Privacy Practices, 
which mentions how I might use and disclose your health information. Also, there are legal 
exceptions in relation to confidentiality. The following situations delineate when the information 
you have shared with me may be disclosed to appropriate individuals: 
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a) If you give me written consent to have the information released to another party; 
b) In the case of your death or disability I may disclose information to your personal 

representative; 
c) If you waive confidentiality by bringing legal action against me; 
d) In response to a valid court order or subpoena from the secretary of the Washington 

State Department of Health for records related to a complaint, report, or investigation; 
e) If I reasonably believe that disclosure of confidential information will avoid or minimize 

an imminent danger to your health or safety or the health or safety of any other person; 
f) If, without prior written agreement, no payment for services has been receive after 90 

days, the account name and amount may be submitted to a collection agency; 
 
As a mandated reporter, I am required by law to disclose certain confidential information 
including suspected abuse or neglect of children under RCW 26.44, suspected abuse or neglect 
of vulnerable adults under RCW 74.34, or as otherwise required in proceedings under RCW 
71.05.  
 
Consultations- I meet with peer counselors in a group setting but do not use your name or 
identifying information in these situations where my commitment to confidentiality is the 
priority. If you have any questions or concerns, please discuss them with me. 
 
Recording-As part of my supervision, I may request permission to occasionally audio or video 
record our sessions. No recording will occur without you signing the Consent to Recording form. 
 
Social Media-In order to protect your confidentiality, I do not accept friend, contact, or follow 
requests at this point from current or former clients on any social networking sites (Facebook, 
LinkedIn, etc.). Please feel free to talk with me about this policy when we meet.  
 
Email, Text & Voicemail-If you would like us to communicate by email, please complete the Email 
Release of Information. Since texting is not a secure form of communication, please email me 
instead of texting.  However, please text if you are running late to our session. You can leave a 
voicemail for me at (425)390-4504.  I typically check these messages and return calls within 24 
hours. However, under some circumstances, I may not be able to respond to messages that 
quickly. 
   
Choosing a Counselor-You have the right to refuse any treatment you do not want as well as the 
responsibility to choose a mental health provider and treatment modality which best suits your 
needs.  Also, you have the right to request the following:  change in counseling approach, 
referral to another counselor, or terminate counseling at any time. In the event that you choose 
to terminate treatment with me, I highly recommend a minimum of one final meeting to discuss 
your progress and future goals. 
 
Terminating Treatment-Stopping counseling early could result in the return or worsening of 
initial problems and symptoms. I ask that you talk with me if you intend to discontinue 
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counseling, are dissatisfied with my services, or if you want a second opinion or referral to 
another counselor.  
 
Unprofessional Conduct-If you ever have concerns about my professional conduct, you may file a 
complaint with the Department of Health: 
Department of Health, Counselor Programs  
P.O. Box 47869 
Olympia, WA 98504-7869 
(360) 664-9098 
 
Emergencies-If you are in crisis, you may go to the nearest emergency room or call one of the 
following numbers for help:  
911 (General Emergencies) 
(206) 461-3222 (King County Crisis Line)  
(425) 258-4357 (Snohomish County Crisis Line) 
 
Minors-If you are a client under 13 years of age, your parents have the right to examine your 
treatment record.  Since privacy in counseling is crucial to successful progress, especially with 
adolescents, it is common that I request an agreement from the parents that they consent to 
relinquish access to their child’s records.  If they agree, I will provide them only with general 
information about your progress in treatment and attendance at scheduled sessions. Any other 
communication will require your authorization, unless I believe that you are in danger or are a 
threat to someone else. In this case, I will communicate my concern to your parents.  Before 
giving your parents any information, I will discuss the situation with you, if possible, and I will do 
my best to engage any objections you may have.  
 
Appointments & Payments-Counseling sessions are 50 minutes in length, and we can have 
discussions about extending the sessions as another option. Billing is on a weekly or monthly 
basis by mutual agreement.  Fees are $125.00 per session for individuals and $125.00 per 
session for couple/family, and payments can be made by cash, or debit/credit card, or check 
made out to Hovis Counseling, PLLC.  I also offer a sliding scale fee system based on current 
income. 
 
You will be charged an hourly rate determined by Soul Sunrise Counseling/Hovis Counseling, 
PLLC for my telephone interactions with attorneys, physicians, and others on your behalf, and for 
reports or letters you request me to write on your behalf.  
 
Acknowledgment & Agreement-By signing below, we confirm this Disclosure Statement to 
represent the agreement between us (Laurie B. Hovis of Soul Sunrise Counseling/Hovis 
Counseling, PLLC and Client).  
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I, _______________________________ (Client), confirm that I have received, read, understand, 
and agree to the information provided in this Disclosure Statement, and that I have received a 
copy of the HIPAA and Washington State Notice of Rights and Privacy Practices. 
 
_______________________________________________            ________________ 
Client Signature (or Parent/Legal Guardian)     Date 
 
_______________________________________________            ________________ 
Second Client Signature (if applicable)      Date 
 
_______________________________________________              ________________ 
Laurie B. Hovis, LMHC                                Date 
 

 

NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. 
I am required by applicable federal and state law to maintain the privacy of your health 
information. I am also required to give you this Notice about my privacy practices, legal 
obligations, and your rights concerning your health information (also called “Protected Health 
Information” or “PHI”).  I must follow the privacy practices that are described in this Notice 
(which may be amended from time to time). 
 
I. USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION (PHI) 
A. PERMISSIBLE USES AND DISCLOSURES WITHOUT YOUR WRITTEN AUTHORIZATION 
I may use and disclose PHI without your written authorization, excluding Psychotherapy Notes as 
described in Section II, for the purposes described below. The examples provided in each 
category are not meant to be exhaustive, but instead are meant to describe the types of uses 
and disclosures that are permissible under federal and state law. 
1. TREATMENT: I may use and disclose PHI in order to provide treatment to you. For example, I 
may use PHI to diagnose and provide counseling services to you. In addition, I may disclose PHI 
to other health care providers involved in your treatment. 
2. PAYMENT: I may use or disclose PHI so that services you receive are appropriately billed to, 
and payment is collected from, your health insurance provider. For example, I may disclose PHI 
to enable your health insurance provider to take certain actions before it approves or pays for 
treatment services. 
3. HEALTH CARE OPERATIONS: I may use and disclose PHI in connection with our health care 
operations, including quality improvement activities, training programs, accreditation, 
certification, and licensing or credentialing activities. 
4. REQUIRED OR PERMITTED BY LAW: I may use or disclose PHI when I am required or permitted 
to do so by law. For example, I may disclose PHI to appropriate authorities if I reasonably believe 
that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of 
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other crimes. In addition, I may disclose PHI to the extent necessary to avert a serious threat to 
your health or safety or the health or safety of others. Other disclosures permitted or required 
by law include the following: disclosures for public health activities; disclosures to health and law 
enforcement officials in response to a court order or other lawful process; disclosures for 
research when approved by an institutional review board; and disclosures to military or national 
security agencies, coroners, medical examiners, and correctional institutions, or otherwise as 
authorized by law. 
B. USES AND DISCLOSURES REQUIRING YOUR WRITTEN AUTHORIZATION 
1. PSYCHOTHERAPY NOTES: My notes documenting the contents of a counseling session with 
you (“Psychotherapy Notes”) will be used only by me and will not otherwise be used or disclosed 
without your written authorization, or as otherwise required or permitted by law. 
2. MARKETING COMMUNICATIONS: I will not use your health information for marketing 
communications without your written authorization. 
3. OTHER USES AND DISCLOSURES: Uses and disclosures other than those described in Section 
I.A. above will only be made with your written authorization. For example, you will need to sign 
an authorization form before I can send PHI to your life insurance company, to a school, or to 
your attorney. You may revoke such authorization at any time. 
 
II. YOUR INDIVIDUAL RIGHTS 
A. RIGHT TO INSPECT AND COPY. 
You may request access to your medical record and billing records maintained by me in order to 
inspect and request copies of the records. All requests for access must be made in writing. Under 
some circumstances, I may deny access to your records. I may charge a fee for the cost of 
copying and sending you any records requested.  If you are a parent or legal guardian of a minor, 
please note that certain portions of the minor’s medical record will not be accessible to you.  
B. RIGHT TO ALTERNATIVE COMMUNICATIONS. You may request, and I will accommodate, any 
reasonable written request for you to receive PHI by alternative means of communication or at 
alternative locations. 
C. RIGHT TO REQUEST RESTRICTIONS. You have the right to request a restriction on PHI used for 
disclosure for treatment, payment, or health care operations. You must request any such 
restriction in writing addressed to me as indicated below. I am not required to agree to any such 
restriction you may request. 
D. RIGHT TO ACCOUNTING OF DISCLOSURES. Upon written request, you may obtain an 
accounting of certain disclosures of PHI made by me. This right applies to disclosures for 
purposes other than treatment, payment, or health care operations, excludes disclosures made 
to you or disclosures otherwise authorized by you, and is subject to other restrictions and 
limitations. 
E. RIGHT TO REQUEST AMENDMENT. You have the right to request that I amend your health 
information. Your request must be in writing, and it must explain why the information should be 
amended. I may deny your request under certain circumstances. 
F. RIGHT TO OBTAIN NOTICE. You have the right to obtain a paper copy of this Notice by 
submitting a request to me at any time. 
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G. QUESTIONS AND COMPLAINTS. If you desire further information about your privacy rights, or 
are concerned that I have violated your privacy rights, you may contact me. You may also file 
written complaints with the Director, Office for Civil Rights of the U.S. Department of Health and 
Human Services. I will not retaliate against you if you file a complaint with the director or myself. 
 
III. EFFECTIVE DATE AND CHANGES TO THIS NOTICE 
A. EFFECTIVE DATE. This Notice is effective on July 10, 2017. 
B. CHANGES TO THIS NOTICE. I may change the terms of this Notice at any time. If I change this 
Notice, I may make the new Notice terms effective for all PHI that I maintain, including any 
information created or received prior to issuing the new Notice. You may also obtain any revised 
Notice by contacting me.   
 

 
INTAKE FORM: PART I 

 
Full Name _________________________________  Today’s Date ________________________ 
 
Address _______________________________________________________________________ 
 
City ___________________________ State _______________________  Zip _______________ 
 
Date of Birth _______________________   
E-mail Address:_________________________________________________________________ 

May I e-mail you here for scheduling purposes? ☐ Yes ☐ No 
 
Home Phone __________________________ Cell Phone __________________________ 

May I call you here? ☐ Yes ☐ No   May I call you here? ☐ Yes ☐ No 

May I leave a message? ☐ Yes ☐ No   May I leave a message? ☐ Yes ☐ No 
 
How were you referred to me? 
_____________________________________________________  
 
Partner Name (if applicable) _______________________________________________________ 
 

Relationship Status:  ☐ Single     ☐ Living Together     ☐ Married     ☐ Informally Separated 

   ☐ Legally Separated     ☐ Divorced     ☐ Other: ___________________ 
 
Briefly tell me about the concerns that have brought you here. Please check any current or past 
issues that still affect you. 
 

☐ Childhood Abuse (i.e. physical, sexual, emotional)        ☐ Eating Disorders                                                             

☐ Phobias (type: ________________)                              ☐ Academic Issues 

☐ Sexual Assault/Rape                                              ☐ Stress/Anxiety 
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 ☐ Recently (when: ____________)                            ☐ Alcohol/Other Drug Use 

 ☐ In the past (when: ____________)   ☐ Pregnancy Issues 

☐ Death of someone close                                                ☐ Depression 

 ☐ Recently (when: ____________)                            ☐ Spiritual Concerns 

      ☐ In the past (when: ____________)   ☐ Pornography 

☐ Relationship Concerns                                                         ☐ Sexual Identity Issues 

 ☐ Family      ☐ Suicidal Thoughts  

 ☐ Friend       ☐ Other: _____________________ 

☐ Family Issues (i.e. divorce, alcoholism, domestic violence) 

 ☐ Parent               ☐ Significant other 

 ☐ Roommate     ☐ Other: _____________________ 
 
 
 

INTAKE FORM: PART 2 
 

Current medical problems ________________________________________________________ 
List any medications you are currently taking including herbal 
____________________________________________________________________________ 
_____________________________________________________________________________ 

Are you currently working with a Personal Physician? ☐ Yes ☐ No 
If yes, what is your physician’s name? _______________________________________________ 
Phone Number:____________________ What for?____________________________________ 

Have you been on any medications in the past for mental health issues? ☐ Yes ☐ No 
If yes, please list them: ___________________________________________________________ 

Have you previously seen a counselor or therapist? ☐ Yes ☐ No 
Who/Where?_____________________________ How long ago? _________________________ 
For what types of issues?__________________________________________________________ 

Are you currently seeing a therapist? ☐ Yes ☐ No 
Nearest Relative, other than Spouse/Partner __________________ Phone __________________ 

Have you ever been hospitalized for physical or mental health issues? ☐ Yes ☐ No (If yes, briefly 
describe) 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

Have you had any previous suicide attempts? ☐ Yes ☐ No (If yes, briefly describe) 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
If you currently experience any of the following symptoms, please rate them using this scale: 
Never = 0  Seldom = 1  Often = 2  Always = 3 
___ Difficulty concentrating  ___ Crying    ___ Missing classes                                  
___ Feeling helpless   ___ Feeling uptight   ___ Worrying 
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___ Feeling hopeless   ___ Feeling afraid   ___ Lying to others                                 
___ Feeling out of control  ___ Feelings of self-doubt  ___ Injuring self 
___ Nervous around others  ___ Suicidal Thoughts   ___ Difficulty sleeping 
___ Memory loss or blackout   ___ Stealing                                         ___ Anger 
___ Eating binges   ___ Drinking heavily   ___ Guilt feelings 
___ Other drug use          ___ Sexual preoccupation  ___ Social Withdrawal 
___ Physical symptoms (i.e. headaches, digestive) List: 
___________________________________ 
Other: ________________________________________________________________________ 
 

Have you seen a health care provider for any of these symptoms? ☐ Yes ☐ No 
(Briefly describe) 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Please use the scale below to answer the following questions. 
Not at all true = 1 Somewhat true = 2 Mostly true = 3 Very true = 4  
___ My current concerns affect my success in life 
___ My current concerns affect my ability to interact and connect with others 
___ I am optimistic that I will be able to make some positive changes as a result of counseling 
 

EMERGENCY  NOTIFICATION 
 
In the event of an emergency, please contact: 
  
Primary Contact Name  _________________________________________________________    
 
Relationship to Client ____________________________________________________________    
 
Home Phone __________________________________________________________________   
  
Cell Phone ____________________________________________________________________    
 
City ______________________________  State _________________  ZIP _________________ 
 
E-mail Address _________________________________________________________________   
 
 
 
Secondary Contact Name  _______________________________________________________    
 
Relationship to Client ____________________________________________________________    
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Home Phone __________________________________________________________________   
 
Cell Phone ____________________________________________________________________    
 
City ______________________________  State _________________  ZIP _________________ 
 
E-mail Address _________________________________________________________________   
 
 
 
 
_______________________________________________            ________________ 
Client Signature        Date 
 
_______________________________________________             
Client Printed Name 
 
 

E-MAIL RELEASE OF INFORMATION 
 
If you wish to have me communicate with you via e-mail, please complete this form.  Be aware 
that I do not have encrypted e-mail software. By signing this form you are acknowledging and 
accepting the limitations to confidentiality inherent to use of un-encrypted email.   
  
Texting is even less secure. Please email me rather than texting, and if you choose to text, please 
use it only to inform me if you are running late for an appointment. 
 
 
_______________________________________________            ________________ 
Client Signature (or Parent/Legal Guardian)     Date 
 
 
Address ______________________________________________________________________ 
 
 
City ______________________________  State _________________  ZIP _________________ 
 
 
E-mail Address  ________________________________________________________________    
 
 
This release may be revoked at any time by producing a written revocation and is valid until such 
revocation is received.   
 


