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Disclosure Statement
About My Therapist:

1.
Susanne A. Hays, LMFT, owner of Pegasus: Healing Trauma LLC, 14415 Snowdrift Lane, Colorado Springs, CO 80908, Office Phone: (719) 439-5162.
2.
Degrees, Credentials, and Certifications: 


I earned a Bachelor of Science from Arizona State University. I received my Masters Degree in Marriage, Family, and Child Therapy from the University of Phoenix in 2011.  I am a Licensed Marriage and Family Therapist in Colorado with license number MFT.0001201.

From 2005 - 2011, I have been a Registered Therapeutic Riding Instructor at Pikes Peak Therapeutic Riding Center (PPTRC) and still am a member of the Professional Association of Therapeutic Horsemanship (PATH).  In addition, I am a Certified Equine Facilitated Mental Health Equine Specialist.  I also completed Postgraduate Studies and earned a Certificate in Art and a Certificate in Play Therapy with the Colorado School for Family Therapy. In addition, I am trained to conduct Eye Movement Desensitization and Reprocessing (EMDR Institute) according to Francine Shapiro. I have also received training in Rational Emotive Behavior Therapy (REBT). For the last ten years, I have conducted therapeutic horsemanship and equine assisted/somatic therapy. I have experience working with PTSD, trauma, and chemical dependence, when working at Cedar Springs Hospital from May 2011 to 2015. I also work with families that have adopted or fostered children, and worked with childhood disorders, developmental delays, and autism. I have been studying Somatic Experiencing (Peter Levine) since 2015, and am an SE Practitioner in Training (Level 2). 
3.
Psychotherapy Approach:

My psychotherapy approach includes Family and Individual Therapy. I use modalities from traditional talk therapy, Sandplay and Art Therapy, EMDR, REBT/CBT, as well as Equine Assisted Psychotherapy/Learning and Therapeutic Horsemanship. I am also a licensed mental health practitioner, incorporating Peter Levine’s work on Somatic Experiencing and a trainee of SE at the intermediate level. Depending on the client’s needs, psychotherapy might involve only one or a combination of the above therapies.  

Because of my training and teaching experience, my theoretical orientation is integrative (Client-centered, Cognitive-Behavioral (REBT), Family Systemic, Solution-Focused, Experiential, Energy Psychology/Somatic, and EMDR).
EMDR allows for reprossesing traumatic events in a safe environment to put these events in the past. Play, Sandtray, and Art Therapy enables children and adults to communicate ideas, feelings, and experiences through play/art and provides a window for adults into a child’s world.  These modalities are for all ages and a creative outlet for pent up emotions and feelings (things we often are not consciously aware of).  Like EMDR, Play, Sandtray, and Art Therapy help to bring past events into the present to free unconscious blockages stored in the nervous system. Sand Tray Therapy involves using miniatures as metaphors and is extremely effective with clients of all ages.
Benefits of incorporating horses include but are not limited to improved self, development of patience, emotional control, self-discipline, sense of normality, setting realistic expectations, increased self-confidence, and decreased anxiety and depression. 

The three-dimensional movement of the horse helps stimulate both right and left brain hemispheres, helping to improve cognitive skills and impacting the central nervous system. Keeping balance on the horse may stimulate the entire brain and calm the nervous system. With the help of the horse, often new relational patterns evolve that can then be applied to life.
About My Client Rights:

4.
The Colorado Department of Regulatory Agencies has the general responsibility of regulating the practice of licensed psychologists, licensed social workers, licensed professional counselors, licensed marriage and family therapists, licensed school psychologists practicing outside the school setting, licensed or certified addiction counselors, and unlicensed individuals who practice psychotherapy.

The agency within the Department that has responsibility specifically for licensed and unlicensed psychotherapists is the Department of Regulatory Agencies, Mental Health Section, 1560 Broadway, Suite 1350, Denver, CO 80202, (303) 895-7766.
5.
Client Rights and Important Information:
a. You are entitled to receive information from me about my methods of therapy, the techniques I use, the duration of your therapy (if I can determine it), and my fee structure.  Please ask if you would like to receive this information.
b. You can seek a second opinion from another therapist or terminate therapy at any time.

c. In a professional relationship (such as ours), sexual intimacy between a therapist and a client is never appropriate.  If sexual intimacy occurs, it should 
be reported to the Department of Regulatory Agencies, Mental Health Section.

d. Generally speaking, the information provided by and to a client during therapy sessions is legally confidential if the therapist is a licensed psychologist, licensed social worker, licensed professional counselor, licensed marriage and family therapist, licensed or certified addiction counselor, or an unlicensed psychotherapist.  If the information is legally confidential, the therapist cannot be forced to disclose the information without the client’s consent.

Information disclosed to a licensed psychologist, licensed social worker, licensed professional counselor, licensed marriage and family therapist, licensed or certified addiction counselor, or an unlicensed psychotherapist is privileged communication and cannot be disclosed in any court of competent jurisdiction in the State of Colorado without the consent of the person to whom the testimony sought relates.

There are exceptions to the general rule of legal confidentiality.  These exceptions are listed in the Colorado statutes (C.R.S. 12-43-218).  The exceptions include: intent to harm others or yourself; abuse of suspected abuse of children, and possibly the abuse of the elderly or others unable to care for themselves; neglect or suspected neglect of children; subpoenaed testimony in criminal court cases and orders to violate privilege by judges in child-custody, divorce, and other court cases.  You should be aware that provisions concerning disclosure of confidential communications shall not apply to any delinquency or criminal 
proceedings, except as provided in section 13-90-107 C.R.S.  There are exceptions that I will identify to you as the situations arise during therapy.

6. Charges:
Time of Service Charges are $100 to $120 an hour for psychotherapy services.  A sliding scale is used if proof of financial hardship can be provided. Please inquire about special rates for prepaid sessions, which are refundable if you need to terminate therapy for any reason. Please inform me ahead of time.  My policy requires a 24 hour advance notice, except in emergencies or bad road conditions. For example, if we have a winter-weather advisory or watch, I will typically cancel sessions. Safety is always first.  No-shows will be charged the full session price (typically not the first session but if it happens more than once).  I cannot charge insurance for a session that has not been rendered.  Please be considerate with scheduling and short-notice cancellations. However, I understand that emergencies happen, and I will try my best to compensate for your needs. 
As A Psychotherapy Client I Understand That:

7. I understand that court testimony on your behalf is charged at a higher rate of $120.00 per hour, including testimony related matters like case research, report writing, travel, depositions, actual testimony and cross examination time and court room waiting time.  Signing this disclosure statement gives permission for me to release confidential information in courtroom testimony and written reports to the Court.
8.
I understand that there may be times when my psychotherapist may need to consult with a colleague or another professional, like an attorney, about issues 
raised by me in therapy.  My confidentiality is still protected during consultation by my psychotherapist and the professional consulted.  Signing this disclosure statement gives my psychotherapist permission to consult with other professionals as needed to provide professional services to me as a client, according to HIPPA and state regulations(see separate form).
9.
I understand that in Family Therapy, my psychotherapist holds a “NO SECRETS” policy.  All members of the family system are treated equally and “secrets” are not kept by the psychotherapist requiring differential or discriminatory treatment of family members.  I understand that any information shared in individual therapy MUST be also shared in family therapy to ensure this “NO SECRETS” policy.  Signing this disclosure statement affirms permission to share this confidential information.
10.
I understand my psychotherapist provides non-emergency psychotherapeutic services by scheduled appointment.  If my psychotherapist believes my 
psychotherapeutic issues are above her level of competence, or outside of her scope of practice, she is legally required to refer, terminate, or consult.  If, for any reason, I am unable to contact my psychotherapist by telephone, and I am having a true emergency, I will call 911 or check myself into the nearest hospital emergency room.

11. I understand that if I have any questions or would like additional information, I may feel free to ask during the initial session and any time during the psychotherapy process.  By signing this disclosure statement I also give permission for the inclusion of my partners, spouses, significant others, parents, legal guardians, or other family members in psychotherapy when deemed necessary by myself or my psychotherapist.

12.
Client Signature, Acknowledgment, Agreement, and Consent

I have read the preceding information and understand my rights as a client.  By signing below I acknowledge my understanding and agree to all the terms discussed in this disclosure statement.  By signing this disclosure statement, I also agree to permit consultation, and I provide release for my therapist to seek  consultation with other psychotherapists or professionals as the need arises.  I also affirm, by signing this form, that I am the legal guardian and/or custodial parent with legal right to consent to treatment for any minor child or children that I am requesting psychotherapy services for Susanne Hays.
          ________________________________________________________________


(Client(s) Name(s)
  

           Client Signature (or legal Guardian)



Date

           Therapist




                       Date
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