INFORMED CONSENT/CONFIDENTIALITY/
DISCLOSURE INFORMATION

Therapist:  Dr. Lori Romont, PhD, LP, LLC
This mental health evaluation or psychological testing is being conducted at the request of the Courts and is therefore somewhat different than other mental health services in that the therapist does not provide intervention or treatment services.  While the results of this evaluation may or may not be helpful to you personally, the goal of this evaluation is to provide information about how your child is functioning psychologically to the individual or agency requesting the evaluation.  

In most cases, this evaluation is intended for use in some type of legal proceeding.  As such, the confidentiality of the evaluation and the results is determined by the rule of that legal system.  Upon completion of the evaluation, the therapist will provide a written report to the requester of the evaluation.  It is that person’s responsibility to disseminate the report appropriately.  Because this evaluation was requested by another party and is not for the purpose of treatment or counseling, the confidentiality may have fewer legal protections.  I will not release the information unless instructed to do so by the person or entity that requested the evaluation or when I am legally required to do so.

Your participation in this evaluation is voluntary.  I will not conduct the evaluation without your signature on this document.  The evaluation/testing consist of two separate parts:  a private clinical interview/testing with the youth in conflict and a parental interview.  I will make attempts to communicate with other professionals involved in the case, such as the Guardian ad Litem and Caseworker.

If at any time you have a question about any aspect of the evaluation or these procedures, please feel free to ask me.  In addition, if at any time you need a break from the evaluation, please let me know and we will stop.  You may seek a second opinion from another therapist or may terminate therapy/evaluation at any time.

The practice of licensed persons who practice in psychotherapy be regulated by the Colorado Department of Regulatory Agencies (State Grievance Board, 1560 Broadway, Suite1350, Denver, Colorado 80202, (303) 894-7800).  In a professional relationship such as ours, sexual intimacy between a therapist and a client is never appropriate and should be reported to the Department of Regulatory Agencies, Mental Health Section.

The information provided by the client during therapy/evaluation sessions is legally confidential. Confidentiality is a principle right of a client in a relationship with a therapist.  Therefore, it is important to clarify the situations in which confidentiality cannot be applied.

1.
Colorado State Law 27-10 mandates that if a person is gravely disabled mentally or in danger to oneself, confidentiality cannot be honored unless voluntary corrective measures are accepted and implemented.  If there is evidence of immediate danger to another person, that party must be warned.

2.
Under the terms of the Colorado Children's Code, I am required to report any past or current known or suspected child abuse or neglect of a minor.

3.
Clients who are minors (under 18 years of age) have limited rights of confidentiality according to Colorado Mental Health Act 27-10-103.  We will use reflective professional judgment regarding what needs to be shared with parents.  The minor will be informed of the therapist's decision to share an issue and to understand the rationale.

4.
Evaluations require a clinical diagnosis and some require a prognosis.  I do my best to protect confidentiality in this process and use least restrictive diagnoses as appropriate.
5.
I may ask clients to sign an authorization form to allow communication with a physician, a previous therapist or referring source.  Those contacts are initiated to ensure the evaluation’s effectiveness.  I maintain the highest level of professionalism in these exchanges.  The client has the right to refuse to authorize obtaining/sharing of information or to specify what information may be received or sent. 
6.
Payment for treatment/evaluation purposes is the responsibility of Weld Adolescent Resources, Inc. or the Probation Department and is detailed in the contractual agreement between the referral agency, Weld Adolescent Resources, Inc./Probation and therapist/evaluator, Dr. Lori Romont, PhD, LP, LLC. At times, families are expected to pay for a portion of the evaluation as agreed upon between the family and the SB 94 Pre-Trial Release Program/Probation Department. Payment will be received before the evaluation commences.
7.
I may participate in individual and group supervision to discuss client issues.  These meetings are used in an effort to ensure that the therapist is providing appropriate and effective treatment/evaluation for the client.  I maintain the highest level of professionalism in these exchanges.  


8.
Files, both paper and computer-based, will be kept confidential.  They will be accessible to this therapist only.  Upon completion of the evaluation, a comprehensive report will be drafted and submitted to the referring agency, Weld Adolescent Resources, Inc.  A copy of this report will be provided to you by the referring agency.  
GRIEVANCE PROCEDURES 

BEHAVIORAL HEALTH SERVICES

If an individual or family has a grievance, complaint, believes that a certain right has been denied, or is dissatisfied with a certain service or decision, they shall:  First verbally discuss the specific grievance with the therapist to see if they are able to achieve verbal resolution or redress.  Second, discuss the matter with the therapist’s supervisor to attempt to reach a resolution.  If the grievance or complaint still remains unresolved, a complaint may be filed with:
Department of Regulatory Agencies

1560 Broadway Suite 1350
Denver, Colorado 80202
303-894-7800
CONSENT FOR TREATMENT OF MINOR(S)
I/We, parent/guardian of ____________________________, give my/our permission to Dr. Lori Romont, PhD, LP, LLC to provide evaluation services to the above child.  I/We agree that the usual provisions for confidentiality of information in interviews will apply to the service that is being provided to the above child.  I authorize that I have the legal custody needed to consent for the above child to participate in the evaluation.
I understand the above explanations and understand I can ask questions at any time to have further explanation of any of the above areas.  

______________________________________



____________________
Signature of Parent/Guardian/Client




Date

______________________________________



____________________

Signature of Parent/Guardian/Client




Date

______________________________________



____________________
Signature of Therapist






Date 
1

