
 

 

COUNSELOR’S DISCLOSURE STATEMENT 
MarilynTrowbridge, LMHC 

WA State Licensed Mental Health Counselor # LH00003631 
12515 Meridian Ave E # 204, Puyallup, WA 98373 

(253) 848-2805     
 

I completed my Master of Arts degree in Expressive Therapies at the University of Louisville in 
1995. I have worked in the mental health field since 1993, and have been a licensed mental health 
counselor since 1999. In 2001, I became qualified as a child mental health specialist in Washington 
State. I have provided psychotherapy to people of all ages in a wide variety of treatment facilities 
to include both inpatient and outpatient settings. I have training in play and art therapy, working 
with families and couples, parenting issues, self-esteem, grief and loss, psychological trauma, mood 
disorders, ADHD, and anxiety disorders. The approaches I generally use include cognitive-
behavioral therapy, and family systems models. Typically, therapy begins with an assessment that 
identifies your unique needs as well as your strengths and resources.  
 

Risks and Benefits 
Counseling and psychotherapy are beneficial, but as with any treatment, there are inherent risks.  
During counseling, you will discuss personal issues which may bring up emotions such as anger, 
guilt, and sadness.  The benefits of counseling can far outweigh any discomfort encountered during 
the process, however.  Some of the possible benefits are improved personal relationships, reduced 
feelings of emotional distress, and specific problem solving.  I cannot guarantee these benefits, of 
course, but it is my goal is to create a safe environment where together we develop a treatment 
plan, and work to achieve your goals.  

 
Confidentiality and Your Rights 

Your treatment is confidential. Information you share with me may be entered into your records in 
written form. I am providing you with a copy of my Privacy Practices Notice which gives more detail 
about your rights to confidentiality. In most circumstances, information in your records can be 
released only if you specifically authorize it in writing. The following list tells you when confidential 
information may be released to others without your consent: 

1) I am required by law to report information about child abuse/neglect or elder 
abuse/neglect. 

2) If you threaten to harm yourself or someone else, and I believe your threat to be 
serious, I am required by law to take whatever actions necessary to protect you or 
others from harm. 

3) If you are involved in litigations of any kind and inform the court of the services you 
received from me (making your mental health an issue before the court), you may be 
waiving your right to keep my records confidential. I may disclose your health 
information if a court issues an appropriate order. Please consult your attorney for 
clarification. 

 
Licensed counselors follow WA State law, Department of Health rules, as well as the Codes of Ethics 
of their professional organizations. The purpose of the rules and laws is the protection of the public  
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by ensuring the competence of counselors and by providing a complaint process against those 
counselors who commit acts of unprofessional conduct. As a client you have the right to choose a 
counselor and the type of treatment that best suits your needs. You also have the right to refuse 
treatment at any time. I am providing you with a copy of the WA State brochure “What to Expect 
from your Licensed Mental health Counselor,” which provides general information about the laws 
and rules that govern counseling practices in WA State. To contact the WA State Department of 
Health for more information or to file a complaint please call (360) 236-4700, or visit their website 
at www.doh.wa.gov 

Phone Calls and Emergencies 
Please be aware that my office does not have a receptionist so you will likely have to leave me a 
voice mail. I will make every effort to return your call within 1-2 business days if not an emergency. 
My office voice mail is confidential and the messages are only heard by me. If you are experiencing 
a life threatening emergency please call 911. If you are experiencing a psychiatric emergency or 
crisis and I am not available, please call the Pierce County 24 hour Crisis Line at (253) 798-4333 

 
Billing Policies  

Insurance/ EAP (Employee Assistance Programs) 
Most, but not all medical insurance plans cover the services I provide. Please understand your 
insurance is a contract between you and your insurance company and that you are ultimately 
responsible for any unpaid balance. It is your responsibility to contact your insurance company to 
find out what portion of the costs are covered, how many visits are allowed, and if you have an 
unmet deductible. Co-pays are expected to be paid at the time service is given. I accept checks 
payable to Marilyn Trowbridge or cash. If you have been referred to me through an EAP, you must 
make sure the services were authorized prior to your first visit. Depending on the plan, you may 
choose to continue services with me or you may request a referral to another provider. If your 
treatment needs are outside of the scope of my expertise, you will be referred to a provider who 
can better treat you.  
 
Appointments and Fees 
Your appointment, which lasts about 50 minutes, has been scheduled exclusively for you.  My fees 
are as follows: 
            Initial Assessment Session …………………………………………………………………. 135.00 
            50 Minute Therapy Sessions ……………………………………………………………… 100.00 
            Writing Letters/Phone Calls (outside the session) ………………………….…... 50.00 
            No Show Fees (less than 24 hour cancellation) …………………………………… 25.00  
As part of your treatment, you may need me to compile/summarize the results of an assessment or 
treatment episode for the purposes of writing a letter on your behalf. Insurance and EAP 
companies do not allow me to bill them for such services, nor do they allow me to bill them for 
phone calls I make outside of the therapy session. My policy is to bill you directly for these services 
should you request them. Generally, I am flexible about missed appointments, however if last 
minute cancellations or missed appointments become a chronic problem, I will bill a missed 
appointment fee.  
 

http://www.doh.wa.gov/�
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Consent to Treatment 

By signing this Client Information and Consent Form as the Client or Guardian of said Client, I 
acknowledge that I have read, understand, and agree to the terms and conditions contained in this 
form.  I have been given appropriate opportunity to address any questions or request clarification 
for anything that is unclear to me.  I am voluntarily agreeing to receiving mental health assessment, 
treatment and services for me (or my child if said child is the client), and I understand that I may 
stop such treatment or services at any time. I certify that I have received a copy of, or have had the 
opportunity to read following information: 

1) My counselor’s individual disclosure statement 
2) A copy of the fee schedule and my fee contract 
3) Washington State’s Counseling brochure 
4) A copy of the Privacy Practices Notice 

 
Authorization to Release Information for Billing Purposes 

I understand that some of my personal information may be released to my insurance company or 
EAP in order to bill them for the services. By signing below, I am consenting to the release of that 
information. If my insurance company or EAP refuses to pay for the services provided, I understand 
that I am fully responsible to pay for the services, and I agree to do so. If I refuse to pay for the 
services, I understand that some of my personal information may be released to a collections 
agency in order to collect the overdue fees. 
 
 
__________________________________________________________    _______________ 
Client Signature                                                                                                       Date                                     
 
__________________________________________________________    _______________ 
Client Signature                                                                                                       Date                                     
 
__________________________________________________________     _______________ 
Clinician Signature                                                                                                   Date                                          


