JEFFREY T. KENDIG, M.A.
LICENSED PROFESSIONAL COUNSELOR

CERTIFIED CLINICAL HYPNOTIST

PO BOX 182

ELIZABETH, CO   80107

(303) 646-0556

DISCLOSURE STATEMENT

Jeff Kendig holds a Masters Degree from the University of Northern Colorado in Psychology, Guidance and Counseling and is a Licensed Professional Counselor (#344) in the state of Colorado. He is also a Certified Clinical Hypnotherapist. He is independently employed and is the sole practitioner of this practice. His office space, in Arvada, is shared by other associates. The use of space in no way implies a cooperative relationship with any other person.
The practice of licensed and unlicensed persons in the field of psychotherapy is regulated by the Colorado State Department of Regulatory Agencies. Questions, concerns or complaints may be addressed to:

Department of Regulatory Agencies

1560 Broadway Suite 1350

Denver, Colorado 80202

Phone: 303 894-7766

A client is entitled to receive information about the therapist’s degrees, credentials and licenses; methods of therapy; the techniques used for therapy (if known) and the fee structure (how often you need to pay, charge for missed appointments and phone calls, and how delinquent accounts are handled). A client may seek a second opinion from another therapist or may terminate therapy at any time. In a professional relationship sexual intimacy is never appropriate and should be reported to the grievance board.

The information you discuss during sessions is protected as confidential under law (CRS 12.43.214(1)(d) with the following exceptions: child abuse, threats of harm to others or self, information for third party payments (insurance), law suits, and review of a case with a consultant. However, your identity will not be revealed without your consent and your privacy will be protected by that professional.
FEES AND PAYMENT

The charge for outpatient psychotherapy sessions are $130.00/45 min. and $165.00 for an hour session.  Extended sessions may be available. Payment is due at the end of the session unless other arrangements are made in advance. Payment for Court preparation, travel, and testimony, all reports must be made in advance in the form of a retainer. The charge is $330.00 per hour. If I am unable to collect my fee, I may send your name, address and pertinent information to a collection agency.

INSURANCE AND HEALTH CARE BENEFITS

Many insurance companies reimburse for some portion of therapy fees. It is your responsibility to obtain information and relevant forms of insurance reimbursement. I will complete the necessary portion of the forms and/or provide a bill that can be sent to the insurance company so that you may be reimbursed. 

CANCELLATIONS

I have reserved an appointment time for you. It is my policy therefore, to charge in full for cancellations received less than 24 hours prior to the scheduled appointment. In the case of illness or time conflicts, the scheduled appointments may be held by telephone. Insurance companies and crime victim compensation generally do not reimburse for cancelled appointments.

AVAILABILITY AND PHONE CALLS

I have a 24 hour voice mail system where you may leave a message up to 3 minutes. Ordinarily, I will return your call as soon as possible during the day or evening hours. There is no charge for brief calls between 8:00 am and 6:00 pm. Calls outside these hours lasting more than 10 minutes will be charged on a prorated basis. If you are calling with a matter of anyone’s immediate safety, you will be instructed to call 911 or go to the nearest emergency room. When I am away from my office for a few days, I may ask another licensed therapist to provide coverage for me, and that information will be provided on my voice mail system.

I have been informed of the therapist’s degree’s, credentials, and licenses. I have also read the preceding information and understand my rights and responsibilities as a client. I accept, understand and agree to abide by the contents and terms of this agreement and further, consent to participate in treatment. I understand that I may withdraw from treatment at any time.

Client Signature,____________________________________________ Date ____________

(Parent or Guardian signature if client is 15 years old or younger) 
