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laura@solutioninmind.org     503.423.7951     www.solutioninmind.org
Professional Disclosure Statement

Thank you for considering my services.  In order to help you make an informed decision, I have prepared this statement for you to read.  Please review this statement, and feel free to discuss any questions or concerns.

Education, Training and Experience

My highest degree is a Doctorate (PsyD) in Clinical Psychology, completed in 2007, from Cal Southern University, where my focus was on Medical Crisis Counseling and aging. I obtained an MS in Psychology from Portland State University in 1985, and, previous to that, studied psychology and sociology as an undergraduate.  I have had additional graduate-level training in Family Therapy through the Portland Family Institute, as well as over 700 hours of continuing education in all areas of child and family therapy.  

I have been a practicing counselor since 1979, a child and family therapist since 1986, a mediator since 1996, and a Licensed Professional Counselor (LPC) with the state of Oregon since 1991.  I have served as a counselor/therapist and mediator for public and private sector agencies and organizations, have worked for schools, non-profit agencies, County programs and in private practice. I believe that this diversity of training and experience provides me with a wide range of skills and a flexible approach to each client's unique circumstances.

Types of Services Provided

I provide a variety of therapeutic, counseling and mediation services to individual adults, couples, adolescents, and families.  My primary therapeutic approach with individuals is Cognitive Behavior Therapy (CBT), and with couples is Collaborative Communication. My practice has expanded to include assisting individuals, couples and families with the transitions of aging, such as: ‘empty nest’ and midlife issues, Medical Crisis Counseling (MCC), ‘aging gracefully’ and eldercare. 

Although I am licensed to practice psychotherapy, depending on client needs, I may use a combination of counseling and mediation techniques. Mediation is very 'solution-focused' and can often be less intrusive, less time consuming and less expensive than traditional counseling approaches.  My role as a mediator is that of a neutral observer, trained to help disputing parties communicate effectively, and reach mutually agreeable solutions.  

Medical Crisis Counseling (MCC) is a short-term (usually 8-10 week) process, with a specified format, which helps people work towards their own, individualized goals in relation to a chronic medical condition. This process can be very helpful to individuals and their family members (or caregivers) experiencing difficulty with adjustment to a new way of life. 
Ethics
As a licensee of the Oregon Board of Licensed Professional Counselors and Therapists, I will abide by its Code of Ethics.

Continuing Education

To maintain my license, I am required by the State to participate in annual continuing education.  I attend professional workshops and seminars dealing with subjects relevant to this profession, as well as subjects                of interest which may help me to expand my understanding of and ability to support my clients. 

Client Rights

As a client of an Oregon licensee, you have the following rights:

· To expect that a licensee has met the minimal qualifications of training and experience required by 
state law

· To examine public records maintained by the Board and to have the Board confirm credentials of 
a licensee

· To obtain a copy of the Code of Ethics
· To report complaints to the Board

· To be informed of the cost of professional services before receiving services

· To be free from being the object of discrimination on basis of race, religion, gender, or other unlawful category while receiving services

· To be assured of privacy and confidentiality while receiving services as defined by rule and law, with the following exceptions:

Reporting suspected child abuse

Reporting imminent danger to client or others

Reporting information required in court proceedings or by client’s insurance company,                      or other relevant agencies

Providing information concerning licensee case consultation or supervision, and

Defending claims brought by client against licensee

Fee Statement

My standard fee for individuals utilizing insurance is $120 for a 50 minute session. My goal is to help make therapy accessible to anyone who feels they would benefit, so for those paying ‘out of pocket’, the fee is $80/session. I am able to bill several EAP and insurance companies as well, and am willing to negotiate further reduced rates, insurance deductibles and co-pays depending on your needs – please ask. 

· All services are paid privately by cash or check at the end of each session.

· Following a discussion at our first session, I may be able to help you to access your insurance by providing a receipt called a Superbill. This may result in a substantially reduced co-payment.

· The fees associated with counseling are your responsibility.

· A reduced fee may be available. If so it will be determined at the start of first session.

· Refunds are not available.

· If unable to make an appointment, 24 hour notice is required. If 24 hour notice is not given, a $25 Session Fee charge will be assessed.

· If client does not show for an appointment, Full Fee ($85 or $120) will be assessed.

· If you do not have the fee at the end of session, there will be only one follow up session made until payment is received.

· Services may be terminated at any time, for any reason by either client or therapist.

· I may refer you to another provider - it is your responsibility to arrange an appointment with that provider.

You may direct any concerns you may have about my practice to the Oregon Board of Counselors and Therapists, 3218 Pringle Road SE, Suite 250, Salem, Oregon 97302-6312.   503.378.5499.

Dr. Laura Sheppard, LPC
Individual, Couple and Family Therapist, Medical Crisis Counselor 

Solution in Mind Counseling Services

Gresham, Oregon

Client Intake Form
Instructions: To assist me in helping you, please fill out this form as fully and openly as possible. All private

information is held in strictest confidence within legal limits. If you are coming as a couple, no need to fill in your partner’s information, as you will both be completing this form. If questions do not apply to you, leave them blank.

Today’s Date: ______________



Identifying Information



Name: ______________________________________________________ Date of Birth: ____________
Partner’s Name _______________________________________________ Date of Birth: ____________

Address: ____________________________________________________________________________

                      Street & Number                                                                                   City                              State         Zip

Home Phone: _________________ Business Phone: _______________Cell Phone: ________________

Email: _____________________________________________________________________________

Best time to reach you and at which phone number? __________________________________________

Where is it ok to leave messages for you?  Home __ Business __  Cell __  Email __
Others living in the home: 

_____________________________________________, ______________________________________

Name, birth date, relationship to client                                 Name, birth date, relationship to client

_____________________________________________, ______________________________________

Name, birth date, relationship to client                                 Name, birth date, relationship to client
Years of education or degree: Self ________________ Partner: ________________________________
Occupation: Self: ______________________________ Partner: ________________________________
Employer: Self: _______________________________ Partner: ________________________________
Social Security Number: Self: ____________________ Partner: ________________________________
Present Marital Status: _________________________________________________________________

Emergency contact name / phone number: _________________________________________________

Insurance Information:

Company Name: ​​​​​​​​​​​​​​​​​​​_______________________________________ Phone #: ______________​​​________

Group #: ________________________    Member #: ____________________________

Who referred you, or how did you hear about my services? ____________________________________

Are you receiving counseling services from anyone else at present?   Yes___ No___
If yes, please briefly describe, including present or recent diagnoses:

Have you received counseling in the past?   Yes___ No___
If yes, please briefly describe your experience and the results:
Reasons for this Visit

Please check all the reasons you have for coming to receive counseling services at this time.
· Symptoms (like stress, anxiety, depression, sadness)
· Medical / Health / Physical problems
· Relationship issues (partner/spouse/boyfriend/girlfriend)
· Transition issues (midlife, separation/divorce, job loss, ‘empty nest’, etc)

· Job or school

· Finances

· Addiction issues (alcohol, drugs, gambling, sex, etc) 

· Legal (divorce, custody, arrests, DUII, etc)

· Family problems (children, parents, siblings, relatives)
· Spiritual / Religious concerns
· Need an evaluation only

· Other 
Please describe problem briefly:

Symptoms

Check the behaviors and symptoms that CURRENTLY occur more often than you would like:

_____ aggression 

_____ fatigue 


_____ sexual difficulties

_____ alcohol dependence
_____ hallucinations 

_____ sick often

_____ anger 


_____ heart palpitations

_____ sleeping problems

_____ antisocial behavior 
_____ hopelessness 

_____ speech problems

_____ anxiety


_____ impulsivity 

_____ suicidal thoughts

_____ avoiding people 

_____ insomnia 

_____ thoughts disorganized

_____ chest pain

_____ irritability 

_____ trembling

_____ depression 

_____ judgment errors 

_____ withdrawing

_____ disorientation 

_____ loneliness 

_____ worrying

_____ distractibility
             _____ memory impairment
_____ dizziness 



_____ mood shifts 

_____ drug dependence
_____ panic attacks 

_____ eating disorder 

_____ phobias/fears               
_____ PTSD
_____ other, describe:

Personal History

Have you ever been physically or sexually abused?  Yes ___ No___
Have you ever been depressed for 3 weeks or more? Yes ___ No___
Have you ever had a panic attack?  Yes___ No___
Have you ever felt like harming yourself?  Yes ___ No___

Have you ever been hospitalized for emotional problems?  Yes ___ No ___
Have you been, or are you in treatment for drug or alcohol problems?  Yes___ No___       
If you answered yes to any of the above, please describe briefly and note whether they are past or present concerns:
Medical History (if relevant)

Primary Physician’s name: _____________________________________________________________

Address: ______________________________________________  Phone: ____________________​​__

OK to contact?    Yes ___  No ___

Current Surgeons name: _______________________________________________________________

Address: ______________________________________________  Phone: ______________________

OK to contact?    Yes ___  No ___
Current medical diagnosis and prognosis:

Describe any physical concerns you are having at present: (e.g., pain, chronic illness, high blood pressure, headaches, dizziness, etc):

Take a minute to think about personal strengths that you have called upon and/or help from others that you have relied on in the past to help you get through a crisis. 
List your five greatest strengths and/or coping skills:

1.  ______________________________________________________________________________

2.  ______________________________________________________________________________

3.  ______________________________________________________________________________

4.  ______________________________________________________________________________

5.  ______________________________________________________________________________

Any additional information that might help me to understand your concerns or needs:

PLEASE BRING THIS AND OTHER FORMS / ASSESSMENT MATERIALS TO YOUR APPOINTMENT

For Office Use

Date of Service: 
Diagnosis:                                                   CPT Code:
Prior Balance and Description of Arrangements Made:
Payment Information:
Dr. Laura Sheppard, LPC
Solution in Mind Counseling Services

Gresham, Oregon      503.423.7951

Client Rights and Informed Consent for Treatment

As a client of an Oregon licensee, you have the following rights:

· To expect that a licensee has met the minimal qualifications of training and experience required by state law

· To examine public records maintained by the Board and to have the Board confirm credentials of a licensee

· To obtain a copy of the Code of Ethics
· To report complaints to the Board

· To be informed of the cost of professional services before receiving services

· To be free from being the object of discrimination on basis of race, religion, gender, or other unlawful category while receiving services

· To be assured of privacy and confidentiality while receiving services as defined by rule and law, with the following exceptions:

· Reporting suspected child abuse
· Reporting imminent danger to client or others

· Reporting information required in court proceedings or by client’s insurance company,    or other relevant agencies

· Providing information concerning licensee case consultation or supervision, and

· Defending claims brought by client against licensee

By signing the form below, you understand the following information:

· Your condition may or may not improve, and there is a possibility your condition could worsen

· The limits of confidentiality as outlined

· The fees associated with counseling are your responsibility, and the policy regarding fees, payment and cancellations has been outlined and fee agreement has been signed

· You will need to actively participate in your treatment planning

Client: __________________________________________ Date: ____________

Guardian/Parent (if under 18): ________________________________ Date: _______

Therapist: _____________________________________________ Date: _______

                 Laura Sheppard, PsyD, LPC

Dr. Laura Sheppard, LPC

Individual, Couple and Family Therapist, Medical Crisis Counselor

Solution in Mind Counseling Services
320 N. Main St., Gresham OR  97030

laura@solutioninmind.org     503.423.7951
Fee Agreement

By signing the form below, you state your understanding of the following information:

My goal is to make counseling accessible for anyone who feels they would benefit.

· My standard fee is $80 for a 50 minute session. For couples and family groups, at least in the beginning of therapy, we will need to schedule an 80-90 minute sessions, at a fee of $120. 
· Services are paid privately by cash or check at the end of each session. I do not accept credit/debit cards. Following a discussion at our first session, I may be able to help you to access your insurance. However, the fees associated with counseling are your responsibility.

· A reduced fee may be available. If so, it will be determined at the end of our first session.
· Refunds are not available.

· If unable to make an appointment, 24 hour notice is required. If 24 hour notice is not given, a $25 Session Fee charge will be assessed.

· If client does not show for an appointment, Full Fee will be assessed.

· If you do not have the fee at the end of session, there will be only one follow up session made until payment is received.
· Services may be terminated at any time, for any reason by either client or therapist.
· I may refer you to another provider - it is your responsibility to arrange an appointment with that provider.

Fee for Services as agreed by clinician and client: $80/120.00 per 50/90 min. session

I understand the above guidelines and agree to the above per session fee:

Client: ________________________________________​​​​​​​__________ Date: __________

Guardian/Payer (if under 18): ________________________________ Date: __________

Therapist: ________________________________________________ Date: __________


     Laura Sheppard, PsyD, LPC
