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DISCLOSURE STATEMENT and INFORMED CONSENT  

Welcome!  I am pleased you chose my services.  As a consumer of therapy, it is essential that I provide a statement of my qualifications, 

therapeutic philosophy and your rights as a client.   

Qualifications:  

δ Licensed Marriage and Family Therapist #846, Colorado (2008) and #166.000901, Illinois (2012)                         

δ Masters of Science in Human Development and Family Studies Colorado State University (2003) 

δ Bachelor of Arts in Psychology, minor in Elementary Education, Summa Cum Laude, Clemson University (2000) 

δ I have eleven years of experience in individual, child, couple, and family therapy. I am committed to high ethical and 

professional standards in accordance with the American Association of Marriage and Family Therapy (AAMFT) and HIPPA .    

I am passionate about the neurophysiological impact of stress and trauma on human development as well as promoting self-regulation, 

resiliency and healthy relationships. I have innovatively synthesized cutting-edge research into experiential interventions that maximize 

human potential and heal trans-generational trauma.  My career has provided extensive experiences working with children and families 

in clinical, educational, and recreational settings.  I have contributed my expertise to many different settings and formats such as books, 

websites, hospitals, schools, conferences, legal hearings, committees, agencies, and local media. 

Therapeutic Philosophy: 

 I view therapy as a challenging yet self-loving process where individuals, couples, and family members can safely explore their thoughts, 

emotions and behaviors regarding sensitive issues. Negativity often comes from unprocessed stress and unmet needs. Engaging in 

therapy tends to draw out negative patterns or events in one’s life which initially may feel uncomfortable. There are various approaches to 

therapy and improving wellbeing. The length of therapy typically depends on 1) the number of goals the client(s) have; 2) the amount of 

unprocessed stress or unmet needs; and 3) how much authentic effort the client(s) put forth in and outside of therapy sessions. Therapy 

is most effective when the client(s) and I have an honest and respectful relationship. To optimize effectiveness, I typically recommend 

other supportive resources as well as collaboration with other health or systemic providers with which client(s) may be involved.  If this is 

an option the client(s) would like to explore, I would need a signed Release of Information form from the client(s).  

Client Rights: 

δ To know the degrees, credentials, and licenses I have; 

δ To receive information about the methods and techniques of therapy used, the duration of therapy (if known) and the fee 

structure; 

δ To seek a second opinion from another therapist; 

δ To terminate therapy at any time, although for closure purposes, I would appreciate the opportunity to discuss your decision; 

δ To have access to your records; 
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δ To file a complaint.  For example, sexual intimacy is never appropriate and should be reported to:  Department of Financial 

and Professional Regulation Division of Professional Regulation, Complaint Intake Unit, 100 West Randolph Street, Suite 9-

300, Chicago, Illinois  60601, ( 312) 814-6910  

Confidentiality: 

All information shared in therapy sessions is legally confidential.  Information can only be shared with other persons or agencies with 

your written permission. However, there are certain situations where I am legally and ethically mandated to break confidentiality without 

your permission, such as follows:  

δ If I believe you are in imminent danger to yourself. 

δ If you threaten grave bodily harm or death to another person, or directly endanger the life of another; 

δ If I believe you are a threat to national security; 

δ If I suspect any past or current abuse or neglect of any child(ren); 

δ If I am ordered to release information by a judge in a court of law, including any legal or ethical actions initiated by client. 

In order to provide you with the best service, I may consult with a peer supervision team.  Your name and identifying information will not 

be shared in order to maintain your confidentiality. 

With couples and family therapy, I meet with partners and family members for individual sessions and have a “No Secrets” policy. Thus 

what is said in those individual sessions will be considered part of the couples/family therapy and will likely be discussed in joint sessions. 

I will use clinical judgment when revealing such information and safety for all members is paramount.  I will not release records to any 

outside party unless authorized to do so, in writing, by every member of the couple or family in treatment able to execute a waiver. 

Sessions and Fees:  A therapy session is 60 minutes in length.  The fee ranges from $100-145 per session depending if individual, couple, or 

family. I require payment at the end of each session and currently only accept cash or check.  

Cancellation Policy: I require 24 hours notice when canceling an appointment. If you are late or do not show up, I will wait 10 minutes past 

appointment time and contact you.  You will be charged for a full session fee if 24-hour notice is not given (exceptions may be made for 

emergencies).      

Availability: As a private practitioner, it is not my intent to handle crisis situations or be available 24 hours a day.  If you need to talk to 

someone immediately, please call 911, Lake County Crisis Care Program 847.377.8088 or go to your nearest hospital emergency room. 

 Agreement: The agreed upon fee per session is ____________________ till _____________________________________________________________________________________________________. 

I have fully read the disclosure information and understand my rights. I give my consent to receive therapeutic services from Debra 

Wallace MS LMFT. 

Client’s Signature___________________________________________________________________________________________________________________________________             Date_______________________________ 

Client’s Signature____________________________________________________________________________________________________________________________________             Date______________________________ 

Therapist’s Signature_____________________________________________________________________________________________________________________________             Date_______________________________ 


