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Disclosure Statement, Consent for Treatment and Practice Policies 

Welcome, I look forward to working with you. I am obliged by the state law to provide you with certain information that can help you make an informed decision about participating in a therapeutic relationship with me. The following information relates to my background and philosophy and your rights and responsibilities as a client. This is an important first step we have to agree on for an effective future working relationship.
Education and Credentials: I am a licensed clinical social worker, (WA state license number is LW00006211), with a Master of Social Work degree from the University of Iowa. My work experience is diverse and extensive with a focus on working with families from various cultural backgrounds. I have spent the past fifteen years working in a pediatric transplant center with children and their families. In that time, I have developed skills in adjustment to illness, grief and loss, anxiety, depression, life transition and family relations issues. In addition to that, I have been working n private practice setting with couples and individuals. Also, I worked internationally and have acquired training from the University of Washington in working with culturally diverse populations, as well as Gottman I & II couple’s training to enhance my experience as a therapist. My expertise, although applicable to other cultures, is particularly relevant to working with Arab American individuals and families and professionals working with Arab Americans. I am bilingual and can use my Arabic language competency to meet the needs of that population. 
Practice and philosophy:  I believe our present is highly influenced by our past experiences, therefore understanding our life experiences and taking the responsibility to change our present is the ultimate goal in therapy. I use systematic, cognitive and behavioral modification approach to understanding current concerns and encouraging change. My style is engaging, dynamic, direct and collaborative. In my experience, the best outcome is accomplished when direct; trusting and honest relationship is developed. Your commitment to making an effort to change despite the challenges will always be valued and respected.  

Your rights under the WA State Law: WA State Law is designed to help protect you by informing you of your therapist, licensure and providing you with a complaint process if your therapist commits unprofessional acts. Please refer to a copy of the state law and the list of those acts in your package.

It is your right to raise concerns or questions with me when you feel the need for it. You also have the right to end the therapeutic relationship at any time with a prior notice.  

Ground rules for conducting our working relationship: 

Limits of Service and Assumption of Risks: Like any treatment, Therapy sessions carry risks and benefits. Therapy sessions can reduce distress, resolve specific issues or concerns and improve relationships. Potential improvements cannot be guaranteed, as there are many variables that can interfere or effect therapy. Discussing unpleasant feelings or situations that you may be experiencing or have experienced in the past are considered risks of therapy.
Confidentiality:  By law, everything we discuss during our working relationship is strictly confidential, including the fact that we are working together. I must have your (if applicable), your guardian’s permission to talk to or release any information about you to anyone else. The following are exceptions:


Duty to Warn and Protect: if you disclose a plan or threat to harm yourself, I as your therapist must notify your emergency contact and legal authority. The same is true if you disclose wanting to harm another, I am obligated to warn the person of interest and report to legal authority.


Child and Vulnerable Adult Abuse: If you disclose, or there is a suspicion of abuse to children and vulnerable adults, I am obligated to report that to Child or Adult Protective Services and/or legal authorities.

Prenatal Exposure to Controlled Substance: I am obligated to report any admitted prenatal exposure to controlled substance that could be harmful to the mother or child. 


Guardians with Minors: Legal guardians of non-emancipated minors have the rights to access the records. 


Insurance Companies: Insurance companies and other 3rd party payers are given information relating to service provided. Typically, that may include date, time and type of service; diagnosis and treatment plan and progress; description of impairment, case notes and summaries.
Please refer to the Privacy Act for further details of what I am required by law. 

Consultation: In order to provide the best clinical service, I may receive clinical supervision from other colleagues. For that purpose, I may discuss your situation and will do so without revealing any identifying information.  

Fees: 
Individual initial session of 50 minutes is typically charged at a higher rate than follow up consecutive sessions. 

· Individual Initial session of 50 minutes is charged at $180. This is due to extra time needed for gathering information.
· Individual follow up session of 50 minutes is charged at $160. 
The charge for a couple or a family is dependent on the time of session which is typically 90 minutes, but also can be at 60 or 120 minutes. 

· A couples session of 90 minutes is charged at $300.00

· A couples session of 60 minutes is charged at $200.00

· A couples session of 120 minutes is charged at $400.00
· Any extra time needed are prorated at the rate of $200 for the hour.

A sliding scale is available depending on availability. 
I prefer to be paid at the beginning or end of each session, unless other arrangements are made in advance. A 5% monthly late fee will be added for any unpaid outstanding balance, unless, an arrangement is made prior to initial due date. More over, if the full outstanding balance is not paid within 3 months from the last encounter, the case will be referred to a collection agency. 
I am happy to work with you to provide superbills that you can submit to your insurance. However if your insurance denies any claims, it is your responsibility to pay the fee in full. An advanced notice will be provided if the necessity of running a private practice increases my costs. 
Scheduling and cancelations: Your appointment time is your time with me. I will give you an advanced notice for planned vacations and other events and would appreciate a similar courtesy in return. For any urgent or unplanned events, I would appreciate a 24-hour notice on weekdays or 48 hours notice for Monday or weekends, otherwise, a full fee will be charged. Please keep in mind that insurance companies do not cover missed appointments and the full charge will be out of pocket. 
Termination: If I do not have contact or communication from you for a period of 1 month (30 days from the last time we met), I will assume that you are no longer intend to remain active in this therapeutic relationship and your case will be closed. 

Reaching me between appointments: You can reach me by leaving a message on my confidential line, at, 206-456-6922. I check my messages daily and will return your calls with in one business day. If the matter is a clinical emergency, please contact 911 and/or the crisis line at 

206- 461-3222.

Email and Cellphone/Text Policy: Email, cellphone and texting are considered insecure forms of communication. By signing bellow, you give permission to use this form of communication.

By signing bellow, I agree to the terms and conditions of this agreement. 
Client’s Name: 
____________________________

Signature:

____________________________   Date​​​​​​​​​​​​​​​​​​​​__________________
Client’s Name: 
____________________________

Signature:

____________________________   Date​​​​​​​​​​​​​​​​​​​​__________________
Clinician’s Name :     Amal Muammar-Hastings  
Clinician’s Signature _____________________________ Date__________________
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