








Reflections Counseling of Denton
1306 N. Locust Street, Denton, Texas 76201
(940) 367-9887

ACKNOWLEDGMENT OF OUR NOTICE OF PRIVACY PRACTICES

I hereby acknowledge that I have received or have been given the opportunity to receive a copy of Reflections
Counseling of Denton’s Notice of Privacy Practices. By signing below, I am only giving acknowledgment that I
have received or have had the opportunity to receive the Notice of our Privacy Practices.

Print Client Name Client Signature Date

Provided By HCST



Reflections Counseling of Denton
1306 N. Locust Street, Denton, TX 76201

Phone: 940-367-9887 Fax: 940-243-0398

Client Consent to Treatment

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain

rights to privacy regarding my protected health information. T understand that this information can and will be
used to:

=  Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who
may be involved in that treatment directly and indirectly.

= QObtain payment from third-party payers.
=  Conduct normal healthcare operations such as quality assessments and physiéian certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete description of the uses
and disclosures of my protected healthcare mformation. I have been given the right to review such Notice of
Privacy Practices prior to signing this consent. [ understand that this organization has the right to change its

Notice of Privacy Practices from time to time and that T may contact this organization at any time at the address
above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to
carry out treatment, payment or health care operations. T also understand you are not required to agree to my
requested restrictions, but if you do agree then you are bound to abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken

action relying on this consent.

Print Client Name Client Signature Date



Dennise Brosig M.S., Licensed Professional Counselor Associate
Supervised by Heather N. Smith, M.Ed., Licensed Professional Counselor Supervisor
Reflections Counseling of Denton
1306 N. Locust Street, Denton, TX 76201
940-367-9887

PROFESSIONAL DISCLOSURE STATEMENT

Qualifications: In May 2020, I obtained a Bachelor of Arts degree in Psychology with a minor in Behavior
Analysis and Drug Abuse and Addiction from the University of North Texas. I completed my graduate studies
with a Master of Science in Counseling and Human Development from the Texas Woman’s University in
December of 2022. My graduate program is accredited by the American Counseling Association’s Council for
the Accreditation of Counseling and Related Educational Programs (CACREP), which is the nationally
recognized accrediting agency for counseling graduate programs

I am currently a Licensed Professional Counselor Associate in the state of Texas, under the supervision of
Heather N. Smith, M.Ed., LPC-S, License #63750. In accordance with the state laws of Texas, I hold a license
as a Licensed Professional Counselor Associate, License #91790. Counselors wishing to practice must maintain
mandatory credential checks with state agencies that grant licenses and regulate professional behavior.

Experience: During my master’s program at the Texas Woman’s University, I completed a practicum and
internship. During my internship at the Texas Woman’s University Counseling and Family Therapy Clinic I
worked with adults, children, and adolescents. I also facilitated grief groups for children and adolescents for
Journey of Hope.

Nature of Counseling: I primarily pull from the Cognitive Behavioral Theory (CBT) while counseling. When
using CBT we will be able to collaborate on your therapeutic goals and find solutions that best fit your unique
needs. CBT allows you to reflect on the core of your concerns while simultaneously work to challenge any
maladaptive behaviors those core beliefs have enabled. It is important to remember that counseling is a tool to
help individuals gain insight into their own hardships and provide them the tools to best overcome them.
Counseling can also look different for everyone, while some might benefit from a few sessions, others might
require extensive counseling. Keep in mind that the journey to healing is a unique process and I will do my best
to accommodate your individual needs.

Conditions of Counseling

Court: I do not agree to serve as an expert witness or to provide testimonial services for you and you agree not
to cause me to be used in this way. Should you or your attorney subpoena me as a factual case witness or
involve me in court-related proceedings, you agree to pay Reflections Counseling of Denton $200 for every
hour of my time involved including case preparation, phone calls with attorneys, travel and witness time. You
further agree to pay a retainer fee of $1000.00 at the time a subpoena is served, to be applied toward these
charges. If a subpoena is issued for me it will be turned over to my attorney and I will consult with that attorney
as necessary. A bill will be rendered to you for immediate payment when a subpoena is issued. Please let me
know before establishing a counseling relationship if you are attending counseling for court or court-related
purposes/motives.

Counseling Relationship: Unless you prefer otherwise, I will call you by your first name. Please call me
Dennise. During the time you and I work together, we usually will meet weekly for approximately 45-minute
sessions. Although our sessions may be psychologically deep, ours is a professional relationship rather than a
social one. Therefore, please do not invite me to social events, bring me gifts, ask to barter or exchange
services, ask me to write references for you, or ask me to relate to you in any way other than the professional



context of our counseling relationship. You will benefit the most if our interactions address your concerns
exclusively.

I conduct all counseling sessions in English or with a translator for whom you arrange and pay. I do not
discriminate on the basis of race, gender, religion, national origin, disability, or sexual orientation. If significant
differences, such as in culture or belief system, exist between us, I will work to understand those differences.

Effects of Counseling: At any time, you may initiate with me a discussion of possible positive or negative
effects of entering or not entering into, continuing, or discontinuing counseling. I expect you to benefit from
counseling. However, I cannot guarantee any specific results. Counseling is a personal exploration that may
lead to major changes in your life perspectives and decisions. These changes may affect significant
relationships, your job, and/or your understanding of yourself. You may feel troubled, usually only temporarily,
by some of the things you learn about yourself or some of the changes you make. In addition, counseling can, at
times, result in long lasting effects. For example, one risk of couple counseling is the possibility that the
marriage may end. Although the exact nature of changes resulting from counseling cannot be predicted, I intend
to work with you to achieve the best possible results for you.

Client Rights: Some clients achieve their goals in only a few counseling sessions, whereas others may require
months or even years of counseling. As a client, you are in complete control and may end our counseling
relationship at any time. If you choose to end the counseling relationship, I ask that you participate in a
termination session. You also have the right to refuse or to discuss modification of any of my counseling
techniques or suggestions that you believe might be harmful. I render counseling services in a professional
manner consistent with the current ethical practices promulgated by the Ethical Codes of the Texas State Boards
of Examiners of Licensed Professional Counselors and the HIPAA security and privacy rules. If at any time for
any reason you are dissatisfied with my services, please let me know so that existing issues can be worked
through. If after speaking with me your concerns still persist, you may report your complaints to the Texas
Board of Examiners of Licensed Professional Counselors.

Emergencies: Telephone conversations cannot adequately substitute for therapy sessions. Phone calls are
intended for emergencies or scheduling appointments. There is no charge for calls which last less than ten
minutes during normal business hours. After hour calls and calls lasting more than ten minutes are billed at $1
per minute. In the event you are having a crisis and are unable to reach me, you should go to your nearest
hospital emergency room.

Independent Contractors: Each client within Reflections Counseling of Denton is under the care of a
counselor. Counselors are not employees of Reflections Counseling of Denton, and therefore, are independent
contractors. Counselors assume responsibility for the mental health care they provide.

Confidentiality: All of our communication becomes part of the clinical record, which may be accessible to you
upon written request. I will keep confidential anything you say to me, with the following exceptions: a) you
direct me to release your records; b) I determine that you are a danger to yourself or someone else including you
potentially infecting someone else with a life-threatening illness; c) you disclose abuse, neglect, or exploitation
of a child, elderly, or disabled person; d) you disclose having been sexually abused as a child and disclose the
offenders name and/or relationship to you; €) you disclose sexual contact with a mental health professional with
whom you had a professional therapeutic relationship; f) I am ordered by a court to disclose information; or e)
threats to national security.

As part of Reflections Counseling of Denton, I meet with the other professionals of this office on a weekly basis
for case management. During this time, I may talk about your treatment to gain feedback on different
approaches and/or techniques that could be beneficial in use during your sessions.



Modern means of communication including cell phone and email, have inherit limitations to privacy.
Reflections Counseling of Denton counselors use business cell phones. Your signature below indicates you
have been informed, understand, and accept the limitations should you communicate with me or my associates
through these mediums.

I may present programs at professional conferences and/or publish in professional publications on the topic of
counseling. In this case, I may refer to my experiences as a counselor. If I make reference to my counseling
with you, I will do so in a way that disguises your identity. If I cannot make such a reference without revealing
your identity, I will ask you to sign a waiver. If you do not agree to sign, I will not make identifiable reference
to you. You are not required to waive your right to confidentiality at any time.

Further information about confidentiality is addressed in the Notice of Privacy Practice and Informed Consent.

In the event that I believe you are in danger, physically or emotionally, to yourself or another person, you
specifically consent for me to warn the person in danger and to contact the following persons, in addition to
medical and/or law enforcement personnel:

Name Relationship Telephone Number

Records: Records are kept of all of our communications, including contact via phone and email, and are
maintained in the form of paper and electronic files. Your record is my property and will be stored for five years
after your file is closed. Records for minor clients are destroyed five years after the client turns 18 years of age.

Conditions of Ongoing Counseling: If you have been in counseling or psychotherapy during the past seven
years, I am ethically and legally required to request you to sign a release so I may communicate with and/or
receive copies of records from the professional(s) from whom you received mental health services. This practice
ensures continuity of care so that I may provide you with the best treatment possible.

Referrals: I recognize that not all conditions presented by clients are appropriate for treatment at this office. For
this reason, you and/or I may believe that a referral is needed. In that case, I will provide some alternatives
including programs and/or people who may be available to assist you. A verbal and written exploration of
alternatives to counseling will be made available upon request. You will be responsible for contacting and
evaluating those referrals and/or any other alternatives.

Affirmation: By your signature below, you are indicating that you read and understood this statement, that any
questions you had about this statement were answered to your satisfaction, and that you were furnished a copy
of this statement. By my signature, I verify the accuracy of this statement and acknowledge my commitment to
conform to its specifications.

Client’s Signature Date

Guardian’s/Parent’s Signature Date

Counselor’s Signature Date



Reflections Counseling of Denton
Dennise Brosig, M.S., LPC Associate
Under the supervision of Heather Smith, M.Ed., LPC-S
(940) 367-9887

Counseling Policies

Please Initial Each Item:

I understand that Dennise Brosig, M.S., LPC Associate is an independent licensed professional
counselor intern whom shares office space with other independent counselors through Reflections Counseling
of Denton.

[ understand that Ms. Brosig is does not provide 24-hour crisis counseling. Should I experience an
emergency necessitating immediate mental health attention, I will immediately call 9-1-1 or go to the nearest
emergency room for assistance.

I understand that Ms. Brosig reserves the right to increase her fees for services at any time. In the
event that a decision to do so is made, I understand that a notice will be posted at the front desk one month prior
to the new charges taking effect.

I understand that if a phone consultation lasting over 10 minutes is necessary [ will be billed $1 per
minute. I also understand that this fee will be due prior to my next session with Ms. Brosig.

I understand and agree to pay for any appointments I fail to attend or cancel without 48 hour notice.
Furthermore, I understand that if [ reschedule an appointment within the same week without 48 hour notice, I
will be need to pay an administration fee of $25.

I understand that if a check is returned, a processing fee of $35 will be assessed to my account.
Additionally, I will need to make a cash or money order payment for the returned check and $35 processing fee.
After a returned check, Reflections Counseling of Denton may require credit card or cash payment for future
appointments.

I understand that Ms. Brosig is not an expert witness nor does she provide testimonial services.

I understand that should I cause Ms. Brosig to be subpoenaed as a factual case witness or involve her
in court-related processes, I will be required to pay a retainer fee of $1000, with a charge of $200 every hour
she is involved in the case preparation, phone calls, travel, and witness time, etc.

I understand that if I do Ms. Brosig a subpoena that my subpoena will be directly turned over to her
attorney and a bill will be rendered to me for immediate retainer fee payment.

Client Affirmation:

Sign Date







Reflections Counseling of Denton
1306 N. Locust Street
Denton, Texas 76201
Phone: (940) 367-9887 Fax: (940) 243-0398

Credit Card Authorization Form

I, , hereby authorize Reflections Counseling of Denton to use
(cardholder name)

the following credit card information as payment on behalf of

(client name)

Agree to and initial one of the following:

____ Reflections Counseling of Denton may charge this card for appointments held, same-day
cancellations, and no-shows.

_____ Reflections Counseling of Denton may only charge this card in the event of a same-day
cancellation or no-show. Another form of payment will be used for appointments held.

Credit Card Information:

Credit card #:

Expiration Date: (mm/yy) Card Security Code: _

Type of card:  VISA MASTERCARD AMERICAN EXPRESS DISCOVER
(circle one)

Credit card statement address:

Cardholder Signature Date

Please note: If your card is declined we will make an attempt to contact you to receive payment with another
method. If we are unable to contact you, we will run the card on file once a week until approved.



Reflections Counseling of Denton

1306 N. Locust Street

Denton, Texas 76201
(940) 367-9887

Child Client Information

Client’s (Child’s) Name UMale UFemale
Age Date of Birth
Parent/Guardian Name(s)
USingle WMarried Re-married U Divorced OWidowed
If parent is re-married, step-parent name(s)

Is your home the child’s primary residence? Yes UNo

Address City State___Zip

E-mail Home Phone

Cell Phone Work Phone

Where would you like me to leave you messages? QHome UWork UCell UNone
Employer - Parent Occupation

Employer - Parent Occupation

Is your child currently in counseling elsewhere? Yes UNo
If yes, please describe: ,
Has your child ever received counseling or evaluation services? UYes UNo
If yes, please describe:
How did you learn about my services? UReferred by
UOther 7
UReflections Counseling of Denton website UGoogle UPsychology Today
Ulnternet search

What concerns do you have for your child?

Agreement for Therapy with a Minor

I, , the parent/legal guardian of the minor,

e Give my permission for this minor to receive therapeutic services provided by
Dennise Brosig, M.S., LPC Associate

e Ihave read, understood, and signed the informed consent related to my child’s
therapy and I understand the risks and benefits of receiving these services and the
risks and benefits of not receiving these services, for both this minor and the
minor’s family.

¢ Furthermore, | understand that, as guardian, I am expected to participate in this
process by meeting with the therapist at least once a month.



My signature below means that I understand and agree with all of the points above.

Signature of parent/guardian ’ Date
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ABOUT YOUR CHILD'S EDUCATION

Age . Grade | Mick Names Failure or Held Back?

Current School

What do schoot personnel tell you about your child?

GRADE SCHOOL AVERAGE Iy STATE
GRADES

Pre-l

LY

11

12
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ABOUT YOUR CHILD'S FAMILY

RELATIVES NAME AGE DOES THE CHiLd GET ALONG GCCUPATION
GraDE WrtH THIS PERSON?

Father

Mother

Sister{s)

Brother{s}

Step Mother

Step Father

Step Sister{s}

Step Brother{s)

Who lives in the
child's home

B R R B R P B S T S S B

ABOUT YOUR CHILD’S ROUTINE

What kinds of physical exercise does your child get?

How much coffee, cola, tea, or other caffeine does your child consume each day?

Is your child’s eating restricted in any way? How? Why?

Wake-up time _. Hours of sleep on an average night?

Bedtime

Does your child have any problems getting encugh sleep? Please describe fully.

O O B ST B s AR
ABOUT YOUR CHILD’S HEALTH

who is your child’s pediatrician? When was the last visit?

Any concerns shared by the doctor?

Describe any allergies your child has




B R O B B R B B B R TR
List all medications or drugs your child takes or has taken in the last year — including prescribed and over-the-counter

Starting with birth and proceeding up to the present, list all diseases, illnesses, important accidents and injuries,
surgeries, hospitalizations, periods of loss of consciousness, convulsions/seizures, and any other medical conditions
your child has had.

is there a history of mentat iliness in the child’s family? if so, please explain.

Does any family member have a current or chronic illness? {f so, please explain.

Anything else you are concerned about?

e S P BT
THESE QUESTIONS ARE IN REGARD TO OLDER CHILDREN

Is this child in a gang? o Yes o No

Has this child used drugs? o Yes o No

If yes, describe which drugs, frequency, age at first use and amounts.

Has this child ever been pregnant or fathered a child? o Yes o No

If yes, please tell what happened with each pregnancy.




M
ABOUT YOUR CHILD'S SYMPTOMS
Please mark all of the items that apply to your child. Feel free to add any others under "Any other characteristics.”

o Accident-prone

o Affectionate

o Aggressive/Assaults

o Anmxious/ nervous/ timid

o Argues/ defiant/
oppositional

o Breaks rules/ law

@ Butlied by others

o Bullies/ bossy of others

o Cheats

o Clowns around

o Compliant

o Complains of feeling sick

o Conflicts at school

o Conflicts at home

o Conflicts with friends

o Conflicts with authority

o Cruel to apimals

0 Dawdles

0 Dependent/ clingy

o Depressed/ sad

o Destructive

o Developmentally delayed

o Difficulty with parent(s)
paruner

G Disorganized

& Distractible/daydreams

o Disrupts family activities

o Drug or alcohol use

o Eating Issues {i.e. obese)

o Failure in school

o Fearful /shy

Is! Feplings are easily hurt

@ Fidgety

O Fights {gets into)

Any other characteristics?
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Fire setting

Forgetfid

Hair chewing

Head banging
Hitting/biting

Hostile

Hyperactive
Hypochondriac
imaginary playmates
immature

inappropriate sexual
behaviors/ masturbation
inattentive

Independent

inflicts pain on others
insults others

interrupts

intimidated by others
irritable

solates/ withdraws
Lacks concern for others
Lacks motivation/
procrastinates

Lacks respect for authority
Learning disability

Legal difficulties
Lethargic

Likes to be alone

Lass of friends

Low frustration tolerance
Lying/ manipulates
Moody

fAute, refuses o speak
Mail biting

Needs much supervision
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Nightmares/ terrors
Noisy

Noncompliant

Oedy younger playmates
Qutgoing

Overactive

Overly obedient

Over sensitive/ cries easily
Picks on others/ teases
Pouts

Refuses/ resists/ slow-
responding

Restless

Rocking or repetitive
movements

Runs away

Setf-harming behaviors
Sexuatized behavior
Sexually active

Smokes

Speech difficulties
Stealing

Stubborn

Suicide talk or attempt
Sweating/ talks back
Temper tantrums/ rages
Tics-movements or noises
Truancy

Uncooperative
Uneoordinated
Under-active

Unhappy

Yiolent

wets bed/clothes




