
PROFESSIONAL DISCLOSURE STATEMENT

Sheryl L. Wakeling-Cook, MA  LPC
spcctherapist@gmail.com
Philosophy and Approach: Each person is a unique individual and is capable of responsible and rational choices, and has great potential for desired change. The relationship between the therapist and the client is built on trust and the hope-filled possibility of change as determined by the client. The therapist acts as a guide, enabling the client to discover and map the final objective. Each person lives their life in some form of interconnectedness with others. Small changes in the client’s life may have larger implications within his or her own system, which must be taken into account in the counseling process.

Licensure:  I am licensed in the state of Oregon. I will abide by the Code of Ethics of the Oregon State Board of Licensed Professional Counselors and Therapists as well as the Code of Ethics of the American Association of Marriage & Family Therapists (AAMFT).

Formal Education and Training:  I hold a Bachelor of Science degree in Psychology from Portland State University and a Masters of Arts degree in Marriage and Family Therapy from George Fox University.  Major coursework includes: Human Growth and Development, Personality and Counseling Theories, Diagnosis, Marriage and Family Therapy and Relationship Assessment. Couples Institute: Level One Premier Training 
Fees:  Initial session is $160 and $125 for each session following. A sliding scale is available as well as a Scholarship fund for those in need.
Client Bill of Rights: As a client in the state of Oregon you have the follow rights [OAR 833-60-004 (h)]:

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 the services;

To be assured of privacy and confidentiality while receiving services as defined by rule and law, including the following exceptions: 
    Reporting suspected child abuse;
    Reporting imminent danger to the 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;

Defending claims brought by client against licensee;
To be free from being the object of discrimination on the basis of race, religion, gender, or other unlawful category while receiving services.

                          If at anytime you wish to contact the licensing board, please write or call:





Board of Licensed Professional Counselors and Therapists 






First Floor Suite G

3218 Pringle Road SE

Salem, OR 97302-6312
503.378.5499
____________________________________    _________        _________________________________   _________

Client Signature                                                Date                  Client Signature                                         Date
SALEM PASTORAL COUNSELING CENTER

CONFIDENTIAL INFORMATION SHEET
First Appointment Date_________________________Counselor__________________________________

Client: Full Name_______________________________________________________________________

Address____________________________________________City________________Zip______________

Ok to mail correspondence to this address? Please Initial Yes______ No ______

Home Ph#________________________Ok to Contact and leave message? Please Initial Yes_____No____

Work Ph#_________________________Ok to Contact and leave message? Please Initial Yes_____No____

Cell Ph#__________________________Ok to Contact and leave message? Please Initial Yes_____No____

E-Mail__________________________________Ok to Contact by e-mail? Please Initial Yes_____No____

Initial here__________ if you authorize receiving information and correspondence via text message

Age_________Birth Date___________________Social Security#___________________________________

MaritalStatus____________Occupation_____________________Employer____________________________

Emergency contact info:

Name_____________________________Relationship________________Phone_______________________

Name/Address of person responsible for your payment______________________________________________

__________________________________________________________________________________________

Names/Ages of Children______________________________________________________________________

ChurchAffiliation___________________________________________________________________________

Primary Physician___________________________________________________________________________

Previous Counselor(s)________________________________________________________________________

How did you hear about us? __________________________________________________________________

Person #2/Legal Guardian: Full Name________________________________________________________

Address____________________________________________City___________________Zip_____________

Ok to mail correspondence to this address? Please Initial Yes______ No ______

Home Ph#_____________________Ok to Contact and leave message? Please Initial Yes_____No____

Work Ph#______________________Ok to Contact and leave message? Please Initial Yes_____No____

Cell Ph#_______________________Ok to Contact and leave message? Please Initial Yes_____No____

E-Mail_________________________________Ok to Contact by e-mail? Please Initial Yes_____No____

Age_________Birth Date___________________Social Security#___________________________________

MaritalStatus____________Occupation____________________Employer_____________________________

Names/Ages of Children_____________________________________________________________________

ChurchAffiliation___________________________________________________________________________

Primary Physician___________________________________________________________________________

Previous Counselor(s)________________________________________________________________________

SALEM PASTORAL COUNSELING CENTER

AUTHORIZATION FOR INSURANCE BILLING

Counselor:__________________________ Client:______________________________

Please check with your insurance company prior to receiving services to answer the following questions:

_________Deductible Amount- How much of your deductible have you met for the current year?___________

_________CoPay Amount

_________Does your insurance require pre-authorization?

_________ Anniversary date of Coverage

_________ Copy of insurance card has been provided

(Fill out the following ONLY if copy of card was NOT provided)

Primary Insurance____________________ ID#________________________ Group#________________

Subscriber (Name on policy) _________________________________________DOB _______________

Employer _________________________________________________________

Secondary Insurance __________________ID#__________________________ Group# ______________

Subscriber (Name on policy) __________________________________________DOB ______________

Employer _________________________________________________________

_______________________________________________________________________________________

I authorize that the above information is accurate and true to the best of my knowledge. I authorize my insurance

company to pay Salem Pastoral Counseling Center directly for services rendered according to my mental health coverage.

I authorize Salem Pastoral Counseling to provide all information my insurance company(ies) request(s) concerning my

treatment. I understand that I am responsible for pre-authorization or doctor’s referral if required. I understand that I am

financially responsible for services performed whether or not paid by insurance. I understand that any money received in

excess of my charges will be refunded when my bill is paid in full. I understand I am responsible for full payment for

any missed sessions, or sessions canceled without 24 hour notice.

Signature of client or responsible party______________________________________________

SALEM PASTORAL COUNSELING CENTER

OFFICE POLICIES/INFORMED CONSENT

Sheryl Wakeling-Cook, M.A., LPC

Prior to beginning treatment, it is important for you to familiarize yourself with my approach to treatment, your rights and

responsibilities, and our office policies. This document, along with my Professional Disclosure Statement and our Notice

of Privacy Practices, discusses these topics. Please take the time to review the information contained in these three

documents and ask any questions you may have. After your questions and concerns have been answered, please sign and

date on the reverse side of this page.

Approach to Treatment: To provide the best care possible, it is important that I have a clear understanding of what

brings you to treatment. In order to gain that understanding about your past and current functioning, a thorough

assessment will be completed. Following the assessment, a treatment plan will be formulated and together we will work

towards the goals established. It is crucial that you are an active participant in therapy and candidly express with me your

treatment needs.

Risks and Alternatives to Treatment: It is important for you to know that there are risks involved in therapy. For

example, some people experience an increase in stress particularly during the early stages of therapy. In some instances,

discussing longstanding, unresolved problems can seem to aggravate rather than help with a problem. It is normal and

understandable that it will be uncomfortable facing difficult feelings and situations. Keep in mind that, often, “the best

way out is through”, and I will endeavor to walk through it with you. I may ask, “what will be different if counseling is

successful for you?” You get to define that, and to a large degree are in charge of the pace and progress of your healing

journey. If you or I feel at any time that our professional relationship is not a good fit, we can discuss it and I will be

happy to assist you in finding other options.

Appointments and Cancellations: I work primarily on Saturdays. Counseling sessions are typically 45-55 minutes in

duration. Please try to keep appointments you make, even if it is inconvenient. Appointments may be canceled or

rescheduled by calling my voice mail at 503-370-8050 ext. 14. Since I do my own scheduling, I will contact you to

reschedule. There is no charge for appointments canceled more than 24 hours in advance. However, except for genuine

emergencies or illness, missed appointments and those canceled with fewer than 24 hours’ notice will be billed the usual

fee for the time scheduled. Since insurance companies will accept billing only for appointments actually kept, the client

is billed directly the full amount for missed sessions.

Phone Calls and Emergencies: Salem Pastoral Counseling Center has a 24-hour/day, 7-day/week-voice mail system

that can be reached by dialing 503-370-8050. All calls are routed through our confidential voice mail system. If you

have a life-threatening emergency, please dial 911. If you are a current client and have an urgent situation, the on-call

counselor can be reached by dialing 503-918-2180. A counselor will return your call as soon as they are able and will

make effort to contact me directly.

Confidentiality: Sessions are confidential except where I am bound by state law to report. Those incidents which

require reporting include: (1) A report of suspected child abuse; (2) Threats to commit suicide; (3) Threats of violence

against another person, (4) Abuse of elderly persons; (5) An acknowledged waiver of the privilege by the client; (6) By

court order (7) When contacting a collection agency for nonpayment of fees. Written permission from you is necessary

in order for me to release information to another person. Please refer to our Notice of Privacy Practices for a more

complete outline of how your confidential information is handled.

Communications and Your Privacy: Please know that despite all security efforts, email, cell phone including text

messages, and fax communication can be relatively easily accessed by unauthorized people, which can compromise the

privacy and confidentiality of such communication. If you convey sensitive personal information by cell phone, email, or

fax, I assume that you have made an informed decision accepting this risk. To protect your privacy, I strongly suggest

communicating sensitive information in person or on my confidential voice mail and limiting email or cell phone

communication to scheduling issues only. Please also understand that any requests for contact related to social

networking will not be confirmed or acknowledged to protect your privacy.

Legal Issues: I am unwilling and unavailable to testify or advocate in legal situations, disability determination and

custody studies. If you need a court evaluation, testimony in court, or any legal support, I will assist you in finding

someone who can provide those services.

Insurance: Please review your insurance policy for coverage of outpatient mental health services. Sometimes insurance

companies will require pre-authorization and it is your responsibility to obtain this prior to treatment or the insurance will

not pay. We will file insurance claims for you, however, this is a courtesy on our part. You are personally responsible

for the entire insurance process. We cannot guarantee that the insurance company will reimburse and it is important to

understand that you, as the client, remain responsible for whatever portion of the bill your insurance company does not

pay. Should there be an overpayment, we will refund the difference either to you or your insurance company, depending

on who is overpaid.

Payment and Billing: You are expected to pay your fee or co-pay at each office visit unless other arrangements are

made in advance. Our first session intake fee is $160.00 and all subsequent fees are $125.00 per session. All balances

past due 60 days will be assessed a monthly 1.5% finance charge.

Adjusted Fee Schedule An income-dependent adjusted fee schedule is also available for those without insurance. If

you believe you may qualify for the adjusted fee schedule (and are willing to provide documentation upon request)

please complete the following:

         1) Total family gross monthly income:__________

(Include all income before taxes, including child support, spousal support, school grants, and state-assistance programs.)

         2) Number of persons this income supports:________

Please keep your counselor informed of any changes in your financial status, as an increase or decrease of income will

affect your adjusted fee.

Additional office information: (to be entered by therapist):________________________________________________

If you have any questions, please don't hesitate to ask. I look forward to working with you.

Consent to Treatment: I have read the above information and have had the opportunity to ask questions about it. I

understand my rights to privacy and the risks associated with treatment. If there are children involved in treatment, I

hereby give consent for their treatment and affirm that I am the legal guardian with the authority to consent to treatment.

I also agree to the payment and billing policies outlined above and accept full responsibility for any and all fees incurred.

I consent to participate in treatment and I understand that I may refuse services at any time. I hereby authorize the Salem

Pastoral Counseling Center to provide all information necessary to process all insurance claims. I am also aware that my

therapist may periodically consult with other therapists at SPCC and/or with clinical supervisors on client issues. My

signature below indicates I have received a copy of my therapist’s Professional Disclosure Statement, Notice of

Privacy Practices, and have read, understand and agree to abide with the policies outlined on both sides of this

document, and have obtained copies of these documents for future reference.

1)_______________________    __________                 2)_______________________     _________

         Client Signature                         Date                                   Client Signature                     Date
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