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INFORMED CONSENT AND PRACTICE POLICIES 

 

General Information 
Welcome to my counseling practice!  The therapeutic relationship is unique in that it is a highly personal and at the same time, a 
contractual agreement. Given this, it is important for us to reach a clear understanding about how our relationship will work, and 
what each of us can expect. This Informed Consent document will provide a clear framework for our work together and will give you 
important information about my professional services and business policies. Feel free to discuss any questions you have with me 
before signing. Please complete this paperwork fully prior to our first session so that we can spend our time together focusing on 
the concerns that have brought you to counseling. I look forward to an opportunity to work with you. 

Professional Services:  what to expect 
I am a Licensed Mental Health Counselor Associate (LMHCA).   I hold my Master of Arts Degree in Clinical Mental Health Counseling 
from Northwest University in Kirkland, WA.  My work focuses on helping adults of all ages (18+) through anxiety, depression, times 
of change and adjustment, and more. 

Your first appointment is considered to be an intake assessment during which time you will express your hopes for therapy, and we 
can discuss questions pertaining to (but not limited to) your current situation, past psychiatric history, any prior treatment, family 
history and desired goals for the future.  This is also a time for each of us to decide if we feel we will be able to work well together 
going forward.  If, following this appointment, mutually agreed upon treatment goals are identified and we feel as if we are a good 
fit, we will continue to work together in subsequent sessions.  Please be aware that I may feel at any time during your treatment 
that it may be best to refer you to another provider, and you are free to terminate therapy at any time. 

To fully understand you, I have the responsibility to ask you questions about you and your family history, as well as your thoughts, 
feelings and actions.  I also have the responsibility to provide you with direct information about treatment as well as clinical 
recommendations. 

Therapy sessions are typically 50 minutes in length, once per week.  The length and frequency of the session depends on clinical 
need and can be discussed at any time during your treatment. The best outcome will be achieved through a collaborative effort 
between the two of us. 

My ultimate goal is to provide you with a non-judgmental, comfortable and safe place to explore and process your feelings, attitudes, 
and thoughts. 

Potential Risks and Benefits of the Therapeutic Process 
Therapy may involve talking about extremely personal thoughts and feelings.  This is generally not simple work and may take some 
time to feel better or see improvement.  The outcome of your treatment depends largely on your willingness to engage in the 
process, which may, at times, result in considerable discomfort. Therapy consists of helping you identify and transform attachments, 
triggers, unexpressed emotions, unresolved issues and old ways of thinking which are no longer serving you well.  I cannot make 
promises regarding your end results in therapy.  Your outcome will depend on many factors. 

Confidentiality 
I am required under Washington State law to follow the professional code of ethical guidelines regarding confidentiality.  The 
confidentiality of your records is highly valued in my practice, and anything you say in our sessions together is completely 
confidential. The law protects the privacy of communications between a client and therapist, although, some situations are excluded 
by law.  In most situations, I can only release information about your treatment to others if you sign a written authorization form 
(Release of Information/ROI) that meets certain legal requirements imposed by HIPAA and/or other Federal or State law. 
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Limits to Preserving Confidentiality Include the Following: 
• Mandatory Reporting - If I know or have reason to suspect, that a child under 18 years of age, an elder, or a disabled person is or 
has been abused, abandoned or neglected by a parent, legal custodian, caregiver, or any other person responsible for the 
individual’s welfare, the law mandates that I file a verbal and written report with Child Protective Services (CPS), or Adult Protective 
Services (APS). Once a report is filed, I may be required to provide additional information. 

• Safety - If I believe there is a clear and immediate probability of physical harm to you, other individuals, or to society I may be 
required to disclose information to take protective action, including communicating the information to the potential victim, and/or 
appropriate family member and/or the police. 

• If such situations arise, I will make a reasonable effort to fully discuss it with you before taking any action and I will limit disclosure 
to what is necessary. 

• If you file a complaint against me to the state licensing board, you lose the protection of confidentiality. 

• When you sign a Release of Information (ROI) form, giving me permission to share confidential information, then it is no longer 
considered “confidential” information between us. 

•Legal Mandate - If a court of law issues a legitimate subpoena for information stated on the subpoena.  In this instance I may be 
required to submit notes or information regarding your case, in which I will do everything in my power to protect you as a client.  
However, If I am subpoenaed by the Court, time spent in legal proceedings is charged at a higher rate of $300/hour including: case 
research, report writing, travel, depositions, actual testimony and courtroom waiting time. 

Occasionally I may need to consult with other professionals in their areas of expertise in order to provide the best treatment for 
you.  Information may be shared in this context without using your name.  Please speak to me if you have concerns regarding this 
practice. 

If we see each other outside of the therapy office, I will not acknowledge you first.  Your right to privacy and confidentiality is of the 
utmost importance to me, and I do not wish to jeopardize your privacy.  However, if you acknowledge me first, I will be more than 
happy to speak with you. 

Professional Fees & Insurance 
Fees for individual therapeutic services are:  $85 per 50 minute session. 

Pre-marital couple sessions: $100 per 50 minute session. 

Cash, all major credit and debit cards, and HSA cards are accepted. Payment is due at the time of service. 

All other services such as (but not limited to) extended treatment summaries, complex forms/letters, and phone calls in excess of 15 
minutes are charged at $100/hour. 

I currently am unable to accept insurance.  It is possible that some insurance companies will reimburse for out of network counseling 
services.  Clients will need to determine eligibility with their individual carriers. 

Financial Policies 
Jennifer Brosseau-Jensen Counseling, PLLC accepts cash, all major credit and debit cards, as well as HSA cards. Per policy, a credit 
card must be kept on file for all client session fees, and for the instance of missed appointments (see Missed Appointment Policy). 

All accounts become overdue after 30 days if no payment arrangements have been made.  I will make every effort to cooperate with 
you if you have special financial concerns. Severely past due accounts may be sent to a collection agency and any collection costs will 
be added to what is owed. 

 



Missed/Late to Appointment/No-Contact Policy 
A cancelled appointment hurts three people…you, your therapist and another client. Therapy sessions are scheduled in advance and 
are a time reserved exclusively for you, the client. When a session is cancelled without adequate notice, I am unable to fill this time 
slot by offering it to another current client, a client on the wait list, or a client with a clinical emergency.  Remember, this block of 
time is for you and will be charged as such, even if you arrive late, in which case you may lose out on some of your session time. 

If you need to cancel our appointment, it must be done within at least 48 hours advanced notice.  In this instance, please leave me 
a message on my cell phone or email me through the client portal.  If this does not occur, a cancellation/”no show” fee of $50 may 
be charged to you. 

Please note that if you cancel late or miss three appointments, I may decide to terminate treatment. You will be provided with 
outside referrals for continued care if you so choose. 

If I do not receive any contact from you in a 30 -day period, I will assume you are no longer interested in counseling services and 
your case will be closed. 

Court Related Services 
I do not provide or perform evaluations for custody, visitation or other forensic matters. Therefore, it is understood and agreed that 
I cannot and will not provide any testimony or reports regarding issues of custody, visitation or fitness of a parent in any legal 
matters or administrative proceedings. I also do not provide prescriptive letters for emotional support/therapy animals. 

Medical Concerns 
Please be aware and remember that I am not a medical doctor.  I cannot diagnose or recognize medical problems or conditions.   It is 
important that you get a medical exam from your doctor to determine if there is a medical origin of your psychological problem. 

Complaints/Questions 
If you have a concern or complaint about your treatment or about your billing statement, please talk to me about it.  I will take your 
criticism seriously and respond respectfully. If during the course of your therapy, you have any questions about the nature of your 
therapy or about your billing statement, please ask. 

Client Rights 
As a client, you have the right to refuse treatment or to ask me to refer you to a different therapist.  If you have any concerns about 
the counseling I provide, please let me know.  You may also contact the Washington State Department of Health, Professional 
Quality Assurance Division, PO BOX 47869, Olympia, WA 98504 or call 360-236-4902. 

Education and Experience 
I have a Bachelor of Arts Degree in Communications from University of North Dakota, and a Master of Arts Degree in Clinical Mental 
Health Counseling from Northwest University. I have experience providing individual therapy at the Northwest University Wellness 
Center.   Additionally, I am a Christian, I have been in a solid marriage of 26 years, am parenting three young adults, and have been 
involved in my community in many capacities.  I consult and receive supervision regularly with other trusted professionals in the 
field of mental health counseling.  I seek ongoing  continuing education on various mental health subjects, read vigorously on the 
subject of mental health, and am a life-long student of understanding, recognizing, and achieving quality personal mental health. 

Approach to Treatment 
My primary treatment method is Integrative, which means that I use a variety of theories and interventions, depending upon the 
client’s needs.  With that, I find value in approaching an individual from a Wellness Model; using foundations of Humanistic/Person 
Centered therapy and an Existential philosophy.  I believe there is a great deal of usefulness and everyday empowering skills that can 
be gained from Dialectical Behavior Therapy, including mindfulness for reducing daily stress.    Finally, I enjoy a strengths-based 
approach to working with clients; while we often do not feel we have much to offer ourselves or others in our times of need or 
struggles, we all have strengths we can seek to identify, explore, and build upon in creating a healthy and fulfilling life.  I believe 
establishing a trusting and collaborative therapeutic relationship makes it possible to heal from issues that have created distress and 
interfere in one’s personal goals and relationships. My goal is for you to know you are in a nonjudgmental space when we are 
together and feel safe, heard, and respected. 

 

 



Social Media Policy 
I do not accept friend or contact requests from current or former clients on any social networking site (Facebook, LinkedIn, 
etc.).  Adding clients as friends on these sites can compromise your confidentiality and blur the boundaries of our therapeutic 
relationship.    I will not follow any client on Facebook, Twitter, Instagram, blogs, or other apps/websites. If there is content you wish 
to share from your online life, please bring it into our sessions where we can explore it together.  When utilizing social media for my 
practice, I will never post anything related to a client and will generally utilize a platform for motivational purposes only (ex: blogs, 
meditations, affirmations etc.) 

Substance Abuse 
It is important to think clearly within a therapy session.  Please do not drink alcohol or take any non-prescription medication before 
a session.  If you appear to be impaired during the session, we will need to terminate the session and reschedule, however, you will 
still be responsible for payment of the session. 

Records 
An electronic record of counseling services provided to you is kept by this practice.  You may ask to see your record.  You may also 
request a correction be placed in your record if you believe there is an error.  In compliance with HIPAA regulations, records are 
maintained for seven years from the last date of service. 

Electronic Communication 
As technology evolves, we are offered more ways to connect remotely. Unfortunately, in a therapy setting, the technological 
advances can often be lacking in terms of confidentiality. If you wish to communicate with me via email, please be aware that 
electronic communications can be accessed by unauthorized parties and can compromise the privacy and confidentiality of such 
communication. Due to this risk, it is my policy to only use email for brief communications and not for therapeutic purposes. As part 
of this agreement, if you choose to contact me by these methods you are agreeing to assume risks to your confidentiality. 
Additionally, please do not rely on email for emergency notification. 

Telephone/Emergency Contact Numbers 
I provide non-emergency psychotherapeutic services by scheduled appointment.  If I believe your concerns are above my level of 
competence, or outside my scope of practice, I am legally required to refer, terminate, or consult.  If you need to reach me, my 
business cell is 425-324-8523.  If I am not available, I will do my best to return your call within 24-48 hours.   I do not routinely check 
messages in the evenings or on weekends.   If you believe you cannot keep yourself safe, please call 911 or go to the nearest 
emergency room.   24 hour Crisis Line phone numbers: (800) 584-3578 or 425-388-7215. 

Your signature below indicates your understanding and acceptance of the general conditions outlined in this agreement, and that 
you authorize me, Jennifer Brosseau-Jensen, to render counseling for you. This authorization constitutes informed consent 
without exception and agreement to pay all applicable fees.  By signing this agreement, you are stating that you have also read and 
understand this agreement and received a copy for yourself. My signature indicates accuracy of the information and my declaration 
to uphold these conditions. 

Client Signature _______________________________________________ Date__________  

Name (printed)  _______________________________________________  

Counselor Signature ____________________________________________ Date__________ 
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NEW CLIENT REGISTRATION 

 

Client Name: ____________________________________________________________Sex: M[  ]  F[  ] 

Client Address: ______________________________________________________________________ 

City: __________________________________________________State:____ Zip Code: ___________ 

Date of Birth_____________ 

Home Phone:  (     )______________ Work: (    )________________ Cell: (    )______________________ 

OK to leave a message at HOME: Yes [   ] No [   ] WORK Yes [   ] No [   ] CELL Yes [   ] No [   ] TEXT OK [   ]  

Email: ____________________________________________________Message OK Yes [   ] No [   ] 

Marital Status: Single___Cohabitating___Married___Separated___Divorced___Widowed___ 

SS# __________________________ DOB _________________ Employer_________________________ 

Name of Spouse/Partner: _______________________Emergency Contact:_______________________ 

Emergency Contact Phone #_____________________Relationship to Client: _____________________ 

 

 

PATIENT INFORMATION 

 

Please provide answers to the following questions that apply to you.  Some of the questions may produce some anxiety or 
cause distressful thoughts.  If you feel triggered or overwhelmed, please skip those questions until we meet, and we will 
discuss them together.  Please understand that all information requested below is for the purpose of helping me to better 
understand and assist you in reaching your therapeutic goals. 

 

What brings you to counseling at this time?  Is there something specific, or a particular event?  Please be as detailed as 
you can. 

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

How does this impact your social, work, or academic functioning? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

How long have you experienced this, and when did it first begin? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
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What have you already done to deal/cope with this issue? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

What would be helpful for you to gain from our time together? 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Are you suicidal:  Yes ________No ________ 

Have you had any thoughts of suicide or ever attempted suicide (if yes, please provide dates/details) 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Do you have a history of self-harm behavior? Yes ______No_______ (if yes, please provide details) 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Do you have current self-harm behavior? Yes _______No_______(if yes, please provide details) 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Have you seen a mental health counselor before?   

Name___________________________________________Dates:________________________________ 

How was your past counseling experience? Helpful? _____Hurtful? _____Neutral?_____ 

Who is your primary care physician and when was your last physical exam?  Please include name and phone. 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Is there a history of mental illness in your family?  Yes ______No______  

If yes, which family member?__________________________________________________________________________ 

What is their diagnosis? ______________________________________________________________________________ 

Specify all medications and supplements you are presently taking and for what reason. 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Do you feel safe in your relationships?  If No, please describe 

Yes________No_____________________________________________________________________________________ 

What is your current living situation?  Live alone ____With others _____With Family ______Other____ 

 

Who can you count of to be your emotional support system? (circle all that apply) 

-parent/parents    -spouse    -sibling    -children    -coworkers     -church     -extended family    -neighbors 

-close friends      -self-help group     -other_______ 

 

When do you actually ask for or seek support?  

Daily _____Weekly _____Monthly _____Rarely_____ 



 

Please check any of the following that you have experienced in the past six months: 

___Increased appetite              ___decreased appetite           ___trouble concentrating 

___difficulty sleeping                ___excessive sleep                  ___low motivation/energy 

___isolation from others          ___fatigue/low energy           ___low self-esteem 

___depressed mood                  ___tearful/crying spells          ___anxiety 

___fear                                         ___hopelessness                      ___panic 

___grief/loss                               ___anger                                    ___abuse or threat of abuse 

___body image issue                 ___family concerns                  ___phobia 

___relationship issue                 ___mood swings                      ___sexual concerns 

___shyness/social anxiety         ___work related concern       ___other 

 

Please check any of the following that apply: 

___headache                                ___high blood pressure         ___gastritis or esophagitis 

___hormone-related problem  ___head injury                         ___angina or chest pain 

___irritable bowel                       ___chronic pain                       ___loss of consciousness 

___heart attack                            ___bone/joint problems        ___seizures 

___kidney-related issues            ___chronic fatigue                  ___dizziness 

___faintness                                  ___heart valve problems       ___urinary tract problems 

___fibromyalgia                            ___numbness/tingling           ___shortness of breath 

___diabetes                                   ___hepatitis                             ___asthma 

___arthritis                                    ___thyroid issues                    ___HIV/AIDS 

___cancer                                      ___other 

Health concerns at this time:_____________________________________________________    

 

Do you struggle with compulsive and/or addictive behaviors?  Mark all that apply: 

___alcohol   ___eating   ___gambling   ___internet use   ___pornography use   ___spending 

___video games/online game use   ___other_________________________________________ 

Have you experienced trauma?  If yes, please briefly describe. 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Have you experience sexual trauma?  If yes, please briefly describe. 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

How many alcoholic beverages do you drink?  _______per day _______per week 

What kind of alcohol (beer, wine, vodka, etc)_____________________________________________________________ 

Do you binge drink?   Yes ______No ______ How often?_________ 



Do you use recreational drugs? __________per day ________per week 

Name drug of choice (cocaine, marijuana, methamphetamines, heroin, hallucinogens, etc.) 

 

How often do you use pornography? 

Never _______Sometimes _______Often_______ 

 

What is your current sleep schedule and habits? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

What is your exercise routine? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Describe screen time per day for you. 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Is spirituality important to you?   Yes_____ No_____ 

What are three strengths of yours? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

What expectations do you have of me as your therapist? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

What areas are you hoping to experience growth in? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

What is going well in your life that you are grateful for? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Is there anything else that would be helpful for me to know about you? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

 

I have answered the above questions truthfully to the best of my knowledge and ability.  I am fully aware that based 
on my diagnosis, I may be referred to another therapist if my diagnosis is out of the scope of my practice. 
 
 
Client Signature _______________________________________________ Date__________  

Name (printed)  _______________________________________________  

Counselor Signature ____________________________________________ Date__________ 


