Melinda R. Mogowski, M.S., L.C.M.H.C., L.C.S.W., N.C.C.
P.O. Box 3707
Kill Devil Hills, NC 27948
(252) 305-1939
(252)441-3536

CLIENT DISCLOSURE STATEMENT
(INFORMATION AND CONSENT)

| am pleased that you have selected me as your counselor. This
document is designed to inform you about my background and to insure that
you understand our professional relationship.

QUALIFICATIONS/EXPERIENCE:

| am licensed by North Carolina as a Professional Clinical Mental Health
Counselor (LCMHC #2285). In addition, | am certified by the National Board for
Certified Counselors, a private national counselor certifying agency (NCC
#23764). | am licensed as a Clinical Social Worker (LCSW) by North Carolina
(license # C002039). | received a Masters Degree in Applied Behavioral
Counseling from the Johns Hopkins University in 1985. | have been a practicing
professional counselor since 1985.

NATURE OF COUNSELING:

My area of specialty is individual, family and group counseling related to
interpersonal relationship issues. My experience and post graduate training
also enable me to work with clients on issues related to substance abuse, in
particular the problems of family members of substance abusers. | use a
cognitive/reality-based approach to counseling, and | will gladly discuss the
methodology with you if you wish.

| accept only clients in my private practice who | believe have the
capacity to resolve their own problems with my assistance. We will work
together to establish goals and an appropriate treatment plan, and to reevaluate
each periodically. You will be asked to work actively to make changes in your
life. | frequently assign “homework” that may involve reading, keeping a journal,
or doing specific tasks at home. You will do the work; | will not “fix” you! Some
clients need only a few counseling sessions to achieve their goals, while others
will require more time. If counseling is successful, you should feel that you are
able to face life’s challenges in the future without my support or intervention. |
will be supportive of your decisions regarding termination.

Although our sessions may be very intimate emotionally and
psychologically, it is important for you to realize that we have a professional
relationship rather than a personal one. Our contact will be limited to the paid
sessions you have with me. Please do not invite me to social gatherings, offer



gifts, ask me to relate to you on social media or ask me to relate to you in any
way other than in the professional context of our counseling sessions. You will
be best served if our relationship remains strictly professional and if your
sessions concentrate exclusively on your concerns. You will learn a great deal
about me as we work together during your counseling experience. However it is
important for you to remember that you are experiencing me only in my
professional role.

FEES AND INSURANCE:

In return for a current fee of $100.00 per 50-minute session, | agree to
provide services for you. The fee for each session will be due and must be paid
at the beginning of each session. Cash, debit or major credit cards or personal
checks are acceptable for payment. In the event that you are not able to keep
an appointment, please notify me 24 hours in advance, or you will be
responsible for paying for the session that you missed. There will be
additional charges for my participation on your behalf in meetings, telephone
conferences and court appearances, as well as for my time spent preparing for
a court appearance.

| am not currently a preferred provider for any insurance companies; | am
considered an out-of-network provider. Some clients, however, may be able to
obtain partial reimbursement for my fees from their insurance carriers. Out-of-
network benefits vary among carriers, but traditionally, reimbursement can be
as high as 60% after your deductible is met. Clients will receive a detailed
statement with all the information needed to seek reimbursement from
traditional insurers or health care spending accounts. You should contact your
insurance provider beforehand to determine reimbursement policy. Because
you will be paying me at each session for my services, any later reimbursement
from the insurance company should be sent directly to you. Please do not
assign any payment to me.

Most insurance providers will require that | diagnose your mental health
condition and indicate that you have an “illness” before they will agree to
reimburse you. Some conditions for which people seek counseling do not
qualify for reimbursement. If a qualifying diagnosis is appropriate in your case, |
will inform you of the diagnosis | plan to render before you submit it to the
health insurance company. Any diagnosis made will become part of your
permanent insurance records.

Please note that | am not currently a participating provider for Medicare
or Medicaid. You will be responsible for payment of my fee, and you will not be
able to submit the bill to Medicare or Medicaid for reimbursement.



REFERRALS:

Although clients are encouraged to discuss any concerns with me, you
may file a complaint against me with the organization below should you feel |
am in violation of any of these codes of ethics. | abide by the ACA Code of
Ethics (http://www.counseling.org/Resources/aca-code-of-ethics.pdf).

North Carolina Board of Licensed Clinical Mental Health Counselors
(NCBLCMHC) P.O. Box 77819, Greensboro, NC 27417 (844) 622-3572.

RECORDS AND CONFIDENTIALITY:

All of our communication becomes part of the clinical record, which is
accessible to you on request. | will keep confidential anything you say to
me, with the following exceptions:

* You direct me to tell someone else and sign a Release of Information
form

* | am ordered by a court to disclose information

* | determine that you are a danger to yourself or others

* | determine that a child or elder has been or is in imminent danger of
being abused or neglected.

Appointments are scheduled to respect your confidentiality. However, it is
impossible in a small community to guarantee that you will not encounter
someone you know while visiting this office. Please respect their privacy, as you
would expect them to respect yours.

By your signature below you are indicating that you have read and
understood and agreed to this statement, including payment arrangements and
agreeing to not submit for Medicare reimbursement, and that any questions
you have had about this statement have been answered to your satisfaction.

(Client signature) (Date) (Counselor signature)

CONSENT FOR TREATMENT OF A MINOR CHILD

| give my consent for to receive counseling
services from Melinda R. Mogowski, LCMHC, LCSW. | certify that | am
custodial parent or guardian of the minor named above, and authorized to
consent to treatment. | understand that | am financially responsible for full
payment for services rendered.

(Signature of Parent/Guardian)  (Date) (Witness)


http://www.counseling.org/Resources/aca-code-of-ethics.pdf

