Client Information


Name (First & Last):    ___________________________________	
Gender:     ______________________
Date of birth (MM/DD/YYYY):    __________________________	
Pronouns:   _____________________

Email: 	____________________________________        Phone number: ___________________________

Address:  _______________________________________________________________________________

Reason for seeking services:   _________________________________________________________________


Symptoms:   _______________________________________________________________________________


Mental health diagnoses:   ____________________________________________________________________


Do you currently have any suicidal ideation or homicidal ideation?   ___________________________________


Family history of mental health disorders?   _______________________________________________________


Substance use history:   _______________________________________________________________________


Briefly describe your childhood. Supportive? Abusive?   _____________________________________________


___________________________________________________________________________________________


___________________________________________________________________________________________


___________________________________________________________________________________________

Briefly describe those that make up your support system and your relationship to them:   ____________________


___________________________________________________________________________________________


___________________________________________________________________________________________


___________________________________________________________________________________________


Disclosure Statement

Welcome! It is my desire to assist you in making informed decisions about your treatment. As a client of psychotherapy and as a consumer, you have certain rights. Therefore, I will explain the information you are entitled to know, such as my view of the therapeutic process, and my expectations for the cooperative working agreement. Please feel free to ask questions about any of the following information. Bright Therapy, LLC is my business entity under which I offer multiple professional therapy services to individuals, couples, and families based on their unique needs.

My education is as follows:
Masters of Arts in Clinical Mental Health, Adams State University, 2022.
Bachelor of Fine Arts, Art Institute of Colorado, 2017. 

I am a Licensed Professional Counselor (LPC) with the Department of Regulatory Agencies (hereinafter DORA). Additionally, I am a National Certified Counselor (NCC) through the National Board for Certified Counselors (NBCC). 
	
Everyone twelve or older must sign a disclosure statement. This disclosure statement contains the policies and procedures of Bright Therapy, LLC and is HIPAA compliant. No medical or psychotherapeutic information, or any other information related to your privacy, will be revealed without your permission unless mandated by Colorado law.
	
You, as a client, may revoke your consent to treatment, release of confidential information, or disclosure in writing at any time during psychotherapy.

CLIENT RIGHTS
The Colorado Department of Regulatory Agencies (DORA) has the general responsibility of regulating the practice of licensed psychologists, licensed clinical social workers, licensed professional counselors, licensed marriage and family therapists, certified school psychologists, and unlicensed individuals who practice psychotherapy. The agency within DORA that has responsibility specifically is the Mental Health Section, 1560 Broadway, Suite 1350, Denver, CO 80202; (303) 894-7800.

Client Rights and Important Information:
a. You are entitled to receive information from me about my methods of therapy, the techniques used, the duration of your therapy, and the fee structure. Please ask if you would like to receive this information.

b. You can seek a second opinion from another therapist or terminate therapy at any time.

c. In a professional relationship (such as psychotherapy), sexual intimacy between a therapist and a client is never appropriate. If sexual intimacy occurs it should be reported to DORA at (303) 894-7800.

d. Generally speaking, the information provided by and to a client during therapy sessions is legally confidential if the therapist is a certified school psychologist, a licensed social worker, a licensed marriage and family therapist, a licensed professional counselor, a licensed psychologist, or a registered psychotherapist. If the information is legally confidential, the therapist cannot be forced to disclose the information without the client’s consent. Information disclosed to a licensed clinical social worker, a registered psychotherapist, a licensed marriage and family therapist, a licensed professional counselor, or a licensed psychologist is privileged communication and cannot be disclosed in any court of competent jurisdiction in the State of Colorado without the consent of the person to whom the testimony sought relates. However, there are legal exceptions to the general rule of legal confidentiality.

These legal exceptions include:
- Intent to harm others or yourself.
- Abuse/neglect or suspected abuse/neglect of children, elderly, or others unable to care for themselves.
- Subpoenaed testimony in criminal court cases and orders to violate privilege by judges in child custody, divorce and other court cases.
- Also, be aware that, except in the case of information given to a licensed psychologist, legal confidentiality does not apply in a criminal or delinquency proceeding.
- There are other exceptions, such as threats to national security under the federal Patriot Act, which will be identified to you as the situations arise during therapy.

The Therapeutic Process:
Counseling has both benefits and risks. Benefits for people who undertake counseling often include a reduction in feelings of distress, more satisfying relationships, increased clarity and resolution of specific problems. Growth nearly always brings change, and sometimes change (even positive change) causes stress. Potential risks of counseling involve recalling unpleasant aspects of your personal history that may bring up distressing thoughts and feelings. Every effort will be made to assist you to reach your therapeutic goals. If you have any concerns about your progress or the results of your counseling experience, please talk with me at any time during our work together.

General Structure of Therapy Sessions:
I do psychotherapy sessions of in increments of 45 minutes. Length or frequency of sessions can be increased or decreased to reflect your therapeutic needs. It should be noted that if you arrive late for a session or do not show up at all, you are still responsible for the total fee of the session and time will still end as usual. 

Canceling Information and Scheduling:
To cancel a session, you must call, leave a voicemail, or text no less than 48 hours (2 days) in advance. If you cancel 24 hours (1 day) prior to a scheduled session you will be charged half of the original session fee. If you cancel less than 24 hours' notice, you will be charged the entire session fee. This will be done to a credit or debit card provided on this document.  Please fill in the credit or debit card information below.  

Name on Credit/Debit Card ________________________________________________________________


Credit/ Debit Card # ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ___


Exp. ______/______	Code on Back ____ ____ ____ ____ 	Zip Code ____ ____ ____ ____

		
I have read and understand the cancellation policy.				Client Initials ________

Payment:
My fee is $175 per 45-minute session and $350 per 90-minute session. Fees for other session durations will be calculated accordingly. Payment is due either by credit/debit card before the service, or by cash or check after service. Sessions can be increased or decreased as needed, wherein the cost would appropriately reflect this change. There is a $25 late fee for past due payments, and if a returned check is received, a $30 fee will apply to the total amount to the total bill. Bright Therapy, LLC is an out-of-network provider and is not currently accepting insurance as payment. 

In circumstances of court appearances, my fee is $175 per hour, and I will bill a minimum of twelve hours for each day that I am requested for court. Minimum court appearance fee is $2100 per day. If court proceedings, wait times, paperwork, preparation time, actual appearances, etc. takes longer than the minimum of twelve hours, each following hour will be charged the hourly fee. Mileage for courtroom or other legal appearances, on site or in home services will be charged at a rate of 58.5 cents per mile consistent with IRS guidance IR-2021-251.

I have read and understand the payment information.				Client Initials ________
		
Messages:
Every effort will be made to return calls, texts, and/or emails within a 24-hour period during the work week.  Communication after 5:00 pm on Friday to 8:00 am on Monday will be answered on Tuesday.  


Telehealth:
This legal Telehealth disclosure outlines the terms and conditions for receiving therapy services via telehealth. Telehealth is the use of electronic communication and information technologies to provide therapy services remotely which may include video conferencing or phone calls. Telehealth has potential benefits such as greater accessibility, convenience, and flexibility. However, there are potential risks such as technical difficulties, loss of confidentiality, and limitations in the therapist’s ability to assess nonverbal cues. To participate in telehealth services, you will need a reliable internet connection, a device such as a computer or smartphone, and compatible software. In the event of an emergency, Bright Therapy, LLC may be limited in our ability to provide immediate assistance. If you are experiencing a crisis, please contact emergency services or go to your nearest emergency room. Bright Therapy, LLC is limited to clients residing within the state or jurisdiction in which it is licensed to practice therapy via telehealth. Payment for our telehealth services is due at or before the time of service. 

I have read and understand the telehealth disclosure. 				Client Initials ________

Emergencies:
If a life-threatening emergency occurs via telehealth or while I am conducting in home/on-site services, 911 will be called. Upon signing this disclosure, you understand I provide non-emergency psychotherapeutic services by scheduled appointment. If psychotherapeutic issues are above my level of competence, or outside of my scope of practice, I am legally required to refer, terminate, or consult. 

Other Important Information:
I understand that my psychotherapist(s) may occasionally need to consult with a colleague/supervisor or another professional, such as an attorney, about issues raised in therapy. My confidentiality is still protected during consultation by my psychotherapist and the professional consulted. I will not disclose any identifying personal information. Releases of Information will need to be completed in these circumstances.   

By signing this disclosure statement, I also give permission for the inclusion of my partners, spouses, significant others, parents, legal guardians, or other family members in psychotherapy when deemed necessary by myself or my psychotherapist(s). They will also have to sign separate disclosure statements and/or releases of information depending on the circumstances. 

I understand that this form is compliant with HIPAA regulations and no medical or no psychotherapeutic information, or other information related to my privacy, will be released without permission unless mandated by Colorado law. Consistent with HIPAA guidelines authorization for release and consent for treatment will be automatically revoked two years after the signing date.

I have read, understood, and received a copy of the HIPAA Policies.		Client Initials ________

As a client I also understand that text, email, voicemail and phone are not secure lines of communication.
Bright Therapy, LLC nor Brandi Wright will not be held liable for miscommunication, or any breach in confidentiality. 

I have read and understand the limitations of confidentiality.  			Client Initials ________

As to the regulatory requirements applicable to mental health professionals: a Licensed Clinical Social
Worker (LCSW), a Licensed Marriage and Family Therapist (LMFT), and a Licensed Professional Counselor (LPC) must hold a Master’s Degree in their profession and have two years of post-Masters supervision. A Licensed
Psychologist must hold a Doctoral degree in psychology and have one year of post-doctoral supervision.
A Licensed Social Worker must hold a Master’s Degree in social work. A Psychologist Candidate, a
Marriage and Family Therapist Candidate, and a Licensed Professional Counselor Candidate (LPCC) must hold the necessary licensing degree and be in the process of completing the required supervision for licensure.
A Certified Addiction Counselor I (CAC I) must be a high school graduate, and complete required training hours and 1,000 hours of supervised experience. A Certified Addiction Counselor II (CAC II) must complete additional required training hours and 2,000 hours of supervised experience. A Certified Addiction Counselor CAC III (CAC III) must have a Bachelor’s Degree in behavioral health, and complete additional required training hours and 2,000 hours of supervised experience. A Licensed Addiction Counselor (LAC) must have a Clinical Master’s Degree and meet the CAC III requirements. A Registered Psychotherapist is registered with the State Board of Registered Psychotherapists, is not licensed or certified, and no degree, training or experience is required.


CLIENT SIGNATURE, ACKNOWLEDGEMENT, AGREEMENT, CONSENT
I have read the above information and understand my rights as a client. By signing below, I acknowledge my understanding and agree to all of the terms and conditions discussed in this disclosure statement. By signing this disclosure statement, I also agree to permit consultation and I provide release for my psychotherapist(s) to seek consultation with other psychotherapists or professionals as the need arises. I also consent for myself, my minor child, and/or any of my minor children to receive psychotherapy services. I also affirm, by signing this form that I am the legal guardian and/or custodial parent with legal right to consent to treatment for any minor child or children for whom I am requesting psychotherapy services with, Brandi Wright, MA, NCC, LPC – Bright Therapy, LLC.    

By initialing all the above sections, you are saying that you have read and understand each section listed above.



CLIENT’S SIGNATURE__________________________________________________	 DATE_________



PSYCHOTHERAPIST’S SIGNATURE   Brandi Wright, MA, NCC, LPC	 DATE   2026



