Client Information and Consent
Thank you for choosing to enter counseling with Carmen Scroggin, MA, LPC-S.  By entering counseling, you have already made a large step in the improvement of your life.  Counseling requires a relationship based on trust and honesty; please take the time to read the following document and ask any questions regarding its content.  The better you understand the counseling process and your role as an active participant, the more effective your treatment will be.  
Qualifications

Carmen Scroggin, M.A., is a Licensed Professional Counselor (#17260). She received her master’s degree in Counseling Psychology from the University of Missouri-Columbia.  Her background includes counseling in community mental health, private practice, and educational settings.  She has experience in assisting clients with many issues including, grief and loss, anxiety, depression, family conflicts, relationship difficulties, addictions, stress management, eating disorders/body image and decision making.  Her experience has been with individuals, groups, couples, families, teenagers, and includes extensive multicultural counseling.  As each individual is different, there is not one approach that will be the perfect solution for everyone.  Her eclectic style draws from a variety of approaches including:  cognitive-behavioral, solution focused, relaxation-imagery, gestalt, and mindfulness.  
Mental Health Services
While it may not be easy to seek help from a mental health professional, it is hoped that you will be better able to understand your situation and feelings and move toward resolving your difficulties. Your counselor, using her knowledge of human development and behavior, will make observations about situations as well as suggestions for new ways to approach them. It will be important for you to explore your own feelings and thoughts and to try new approaches in order for change to occur. 
Purposes, Goals and Techniques of Counseling
There may be alternative ways to effectively treat the problems you are experiencing.  It is important for you to discuss any questions you may have regarding the treatment recommended by the counselor and to have input into setting the goals of your counseling. As counseling progresses these may change. 

Initially, the undersigned counselor will gather information and assess and evaluate your condition and needs.  This might take several sessions after which the counselor will offer her findings, conclusions and treatment recommendations.  
Confidentiality

In order for counseling to be effective, you must understand that information shared with your counselor is confidential.  While you may encounter your counselor in a social situation, the counselor will keep your privacy and confidentiality and minimize her interaction with you as much as possible.  No information will be released without the client’s written consent unless mandated or permitted by law. Possible exceptions to confidentiality include but are not limited to the following situations: child abuse and neglect; abuse, neglect and exploitation of the elderly or disabled; abuse, neglect or exploitation of patients in treatment facilities; sexual exploitation; AIDS/HIV and other communicable disease infection and possible transmission; court orders, criminal prosecutions; child custody cases; suits in which the mental health of a party is in issue; situations where the counselor has a duty to disclose, or where, in the counselor’s judgment, it is necessary to warn, protect, notify or disclose; sexual exploitation by a mental health professional or member of the clergy, fee disputes between the counselor and the client; a negligence suit brought by the client against the counselor; the filing of a complaint with a licensing board or other state or federal regulatory authority; to regulatory authorities in connection with their compliance or investigatory responsibilities; to employees or agents of the practice for operational purposes, to a supervisor if the counselor is under supervision and for treatment consultations with other mental health professional when deemed necessary by the counselor. FOR FURTHER INFORMATION REVIEW THE NOTICE OF PRIVACY PRACTICES INCLUDED BELOW AS PART OF THIS CLIENT INFORMATION AND CONSENT DOCUMENT. By signing this Intake and consent form below you acknowledge receipt of a copy of the Notice of Privacy Practices. If you have any questions regarding confidentiality, you should bring them to the attention of the counselor. By signing this information and consent form below, you are giving your consent to the undersigned counselor to share confidential information with all persons mandated or permitted by law, with the agency that referred you and the managed care company and/or insurance carrier responsible for providing your mental health care services and payment for those services, and you are also releasing and holding harmless the undersigned counselor for any departure from your right of confidentiality that may result.
Duty to Warn/Protect
In the event that the undersigned counselor reasonably believes that you are a danger, physically or emotionally, to yourself or another person, by singing this information and consent form below, you specifically consent for the counselor to warn the person in danger and to contact any person in position to prevent harm to yourself or another person, in addition to medical and law enforcement personnel, and the following persons:
NAME




TELEPHONE NUMBER:
________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________



This information is to be provided at your request for use by said persons only to prevent harm to yourself or another person.  This authorization shall expire thirty (30) days following the termination of your therapy with the undersigned counselor.

You acknowledge that you have the right to revoke this authorization in writing at any time to the extent the undersigned counselor has not taken action in reliance on this authorization.  You further acknowledge that even if you revoke this authorization, the use and disclosure of your protected health information could possibly still be permitted by law as indicated in the copy of the Notice of Privacy Practices of the undersigned counselor that you have received and reviewed.

You acknowledge that you have been advised by the undersigned counselor of the potential of the redisclosure of your protected health information by the authorized recipients and that it will no longer be protected by the federal Privacy Rule. 

You further acknowledge that the treatment provided to you by the undersigned counselor was not conditioned on you providing this authorization.  
Contact Information
You consent for the undersigned counselor to communicate with you by mail, email and by phone at the following addresses and phone numbers, and you agree to IMMEDIATELY advise the counselor in the event of any change:

MAILING ADDRESS:_______________________________________________________

TELEPHONE NUMBER(S):_________________________________________________

EMAIL ADDRESS: _________________________________________________________
Fee Agreement

In order to provide you with the best possible service, it is important to address the issue of payment.  You will be expected to pay at the time of service.  The full fees for services are as follows:

Talking therapy:  $135.00 per session (50-60 minutes)

Psychotherapeutic yoga:  $90.00 per session (60 minutes)

Mind/Body Therapy: $175.00 per session (60 minutes of talking therapy/30 minutes  of psychotherapeutic yoga)

Please be prepared to pay this amount in full at the beginning of each session.  Ivy Pay will be utilized for all credit card payments.

For clients utilizing their managed care policies, it is the client’s responsibility to be aware of all co-payments and deductibles.  The client is responsible for paying any required co-payments or deductibles at the beginning of each session. It is recommended that you determine your co-payment before your first office visit by calling your benefits office or insurance company.  It is requested that the client authorize payment of medical benefits directly to Carmen Scroggin, M.A., LPC.   It is important that you understand that managed care policies require a diagnosis and your counselor will be happy to discuss this with you.  

In the event disclosure of your records or testimony is requested or approved by you or required by law, you will be responsible for and shall pay the costs involved in copying and producing the records and a $400.00 hourly rate for the time involved in preparing for, traveling to and from the designated location, waiting to testify and giving testimony.  You will be responsible for all fees regardless of who is responsible for compelling the production or testimony. Such payments are to be made at the time or prior to the time the services are rendered by the counselor.   The counselor may require a deposit for anticipated court appearances and preparation.
Scheduling Appointments

Appointments can be made by calling 972-898-0277 or by e-mailing carmenscroggin@gmail.com
After-Hours Emergencies
Please know that your counselor does not provide twenty four (24) hour crisis or emergency therapy services.  Should you experience an emergency necessitating immediate mental health attention, immediately call 911 or if you are able to safely transport yourself go to the nearest hospital emergency room for assistance.
Missed or Canceled Appointments

The client is asked to give at least 24 hours advanced notice if unable to attend an appointment.  Clients not giving proper cancellation notice will be charged $50.00 for each missed appointments.  Missing two consecutive appointments without contacting the counselor will lead to termination of the relationship.  

Number and Length of Visits

The number of sessions needed depends on many factors and will be a collaboration between the client and the counselor.  Talk therapy sessions are 50-60 minutes, psychotherapeutic yoga sessions are  60 minutes and mind/body sessions are 90 minutes. Your initial session will involve an evaluation of your needs and depending on your circumstances further evaluative sessions may be required.  At the end of the evaluation process your counselor will be able to provide you with some first impressions of what therapy may include.  You should evaluate this information along with your own opinions of whether you feel comfortable working with the counselor.  Therapy involves a large commitment of time, money and energy, so you should be very careful about the counselor you select.  If you have questions about procedures feel free to discuss them with the counselor at any time.  If you have doubts your counselor will be happy to help you set up a meeting with another mental health professional for a second opinion.
Contacting Your Counselor
Your counselor is often not immediately available by telephone.  The office number 972-898-0277 is answered by voice mail that the counselor will monitor as time permits.   Although the counselor is typically in the office during normal business hours, she will not take calls when she is with a client. Messages left after hours or on weekends or holidays will normally be returned the next business day.  If you are difficult to reach, please inform your counselor of times when you will be available.

EMail and Text Messages 
The undersigned counselor uses and responds to email and text messages only to arrange or modify appointments.  Please do not send emails related to your treatment or therapy sessions as electronic communications are not completely secure and confidential. Any therapy related questions or issues will not be addressed by the counselor in any electronic communication but will be dealt with during your next therapy session.  Any electronic transmissions of information by you are retained in the logs of your service providers.  While it is unlikely that someone will be looking at these logs, they are, in theory, available to be read by the system administrator(s) of the service providers.  You should know that any emails or texts received from you and any responses sent may become part of your therapy record. 

Social Media
Your counselor does not accept friend or contact requests from current or former clients on any social networking sites.  Adding clients as friends or contacts on these sites can compromise confidentiality and privacy of both the counselor and the client.  It can blur the boundaries of the professional relationship and are not permitted.  Any attempt by a client to surreptitiously gain access to the counselor’s personal site(s) will be cause for termination of the therapy.
Counselor’s Incapacity or Death
You acknowledge that, in the event the undersigned counselor becomes incapacitated or dies, it will become necessary for another counselor to take possession of your file and records. By signing this information and consent form below, you give consent to allowing another licensed mental health professional selected by the undersigned counselor to take possession of your file and records and serve as their custodian.  The undersigned counselor has currently contracted with Jennifer Dickerson, M.A., LPC of Creekwood Counseling to serve as the custodian of records for her practice records.  In the event of the undersigned counselor’s death or in capacity she can be contacted at Creekwood Counseling, 6750 Hillcrest Plaza Drive, Dallas, Texas 75230, (972) 905-4108, should you wish to receive a copy of your records or direct a copy be sent to a third party. 

Marital or Joint Therapy
If you participate in marital or joint therapy pursuant to which joint sessions are held with the undersigned counselor, by signing this information and consent form below, you give consent for the undersigned counselor to maintain a single case file for all joint sessions and to release all information contained in the file maintained for joint sessions to any participant in the joint session upon request by a participant.

Video or Audio Recordings
You acknowledge and, by signing this information and consent form below, agree that neither you or the undersigned counselor will record any part of your sessions and phone conversations unless you and the counselor mutually agree in writing that the session and phone conversation may be recorded. You further acknowledge that the undersigned counselor objects to you recording any portion of your sessions and phone conversations with out the counselor’s written consent.
Defamation
By signing this intake and consent form below you agree that you will not make defamatory comments about the undersigned counselor to others or to post defamatory commentary about the counselor on any website or social media site.  In the event that defamatory remarks about the counselor are made by you, or others acting in concert with you, you further consent by signing this intake and consent form below to allowing the counselor to use confidential information necessary to rebut or defend against, or prosecute claims for the defamation.
Risks of Therapy
Therapy is the Greek word for change. Clients may learn things about themselves that are very difficult.  Often growth cannot occur until clients experience and confront issues that induce them to feel sadness, sorrow, anxiety, or pain. The success of therapy depends on the quality of the efforts by both the client and the counselor, and the realization that the client is responsible for lifestyle choices/changes that may result from therapy. Specifically, one risk of marital therapy is the possibility of exercising the divorce option.
Cooperation of Client and Termination of Services
You agree to keep the undersigned counselor informed of the location of your residence and current contact information and promptly provide the undersigned counselor with any changes of address, phone number, contact information or business affiliation during the time period which the undersigned counselor's services are provided.  You shall comply with all reasonable requests of the undersigned counselor in connection with therapeutic treatment. The undersigned counselor will set boundaries including forms of client interactions and communication. The undersigned counselor may choose to cease to providing services to you for good cause, including without limitation:  your failure to respect boundaries, your refusal to comply with treatment recommendations, the undersigned counselor or staff becomes uncomfortable working with you or your failure to timely pay fees or deposits in accordance with this Client Information and Consent, subject to the professional responsibility requirements to which the undersigned counselor is subject. 

Either the client or counselor may choose to terminate the counseling relationship at any time.  If the counselor terminates the relationship, she will provide the client referrals for more appropriate services should this be needed.  
It is further understood and agreed that upon such termination of services of the undersigned counselor, any of your deposits remaining in the undersigned counselor's account shall be applied to any balance remaining owing to the undersigned counselor for fees and/or expenses and any surplus then remaining shall be refunded to you.
Filing a Complaint
If for any reason you are dissatisfied with the services provided and wish to contact the counseling board to file a complaint, you may do so at the following address/phone number:
Texas State Board of Professional Counselors

1100 West 49th Street

Austin, TX  78756

512-834-6658

Consent to Treatment

I, voluntarily, agree to receive mental health assessment, care, treatment or services, and authorize the undersigned counselor to provide such care, treatment, or services as are considered necessary and advisable.  I understand and agree that I will participate in the planning of my care, treatment, or services, and that I may stop such treatment, or services that I receive through the undersigned counselor at any time.  By signing this Client Information and Consent form, I, the undersigned client, acknowledge that I have both read and understood all the terms and information contained herein.  Ample opportunity has been offered to me to ask questions and seek clarification of anything unclear to me.  

__________________________________                ______________________

Client’s Signature



                    Date
Notice of Privacy Practices of Carmen Scroggin, M.A. LPC-S
Effective February 1, 2019     
This notice describes how mental health information about
you may be used and disclosed and how you can get
access to this information. Please review it carefully.

I am required by law to maintain the privacy of your protected health information (PHI) and to provide you with notice of your privacy rights and my legal duties and privacy practices with respect to your PHI. I am required to abide by the terms of this notice with respect to your PHI but reserve the right to change the terms of this notice and make the new notice provisions effective for all PHI that I maintain. I will provide you with a copy of the revised notice sent by regular mail to the last address you have provided to me for this communication purpose.

Understanding Your Personal Health Information


Each time you visit a hospital, physician, mental health professional or other health care provider, a record of your visit is made. Typically, this record contains your symptoms, examination and test results, diagnoses, treatment, in the case of a mental health professional, psychotherapy notes, and a plan for future care or treatment. This information, often referred to as your health or medical record, serves as a:


•
Basis for planning your care and treatment.


•
Means of communication among the many health professionals who contribute to your care.


•
Legal document describing the care you received.


•
Means by which you or a third-party payer can verify that services billed were actually provided a tool in educating heath professionals.


•
A source of data for medical research.


•
A source of information for public health officials charged with improving the health of the nation a source of data for facility planning and marketing.


•
A tool with which we can assess and continually work to improve the care we render and the outcomes we achieve.


Understanding what is in your record and how your health information is used helps you to:


•
Ensure its accuracy.


•
Better understand who, what, when, where, and why others may access your health information.


•
Make more informed decisions when authorizing disclosure to others.

Your Health Information Rights

Although your health record is the physical property of my practice, the facility that compiled it, the information belongs to you. You have the following privacy rights:

1.The right to request restrictions on the use and disclosure of your PHI to carry out treatment, payment or health care operations.




You should note that I am not required to agree to be bound by any restrictions that you request but am bound by each restriction that I do agree to.


2.
In connection with any patient directory, the right to request restrictions on the use and disclosure of your name, location at this treatment facility, description of your condition and your religious affiliation. (I do not maintain a patient directory.)


3.
To receive confidential communication of your PHI unless I determine that such disclosure would be harmful to you.


4.
To inspect and copy your PHI unless I determine in the exercise of my professional judgment that the access requested is reasonably likely to endanger your life or physical safety or that of another person.




You may request copies of your PHI by providing me with a written request for such copies. I will provide you with copies within fifteen (15) business days of your request at my office. You will be charged $.25 for each page copied and you will be expected to pay for the copies at the time you pick them up.


5.
To amend your PHI upon your written request to me setting forth your reasons for the requested amendment. I have the right to deny the request if the information is complete or has been created by another entity.




I am required to act on your request to amend your PHI within sixty (60) days but this deadline may be extended for another thirty (30) days upon written notice to you. If I deny your requested amendment, I will provide you with written notice of my decision and the basis for my decision. You will then have the right to submit a written statement disagreeing with my decision which will be maintained with your PHI. If you do not wish to submit a statement of disagreement you may request that I provide your request for amendment and my denial with any future disclosures of your PHI.


6.
Upon request to receive an accounting of disclosures of your PHI made within the past 6 years of your request for an accounting. Disclosures that are exempted from the accounting requirement include the following:


•
Disclosures necessary to carry out treatment, payment and health care operations.


•
Disclosures made to you upon request.


•
Disclosures made pursuant to your authorization.


•
Disclosures made for national security or intelligence purposes.


•
Permitted disclosures to correctional institutions or law enforcement officials.


•
Disclosures that are part of a limited data set used for research, public health or health care
operations.




I am required to act on your request for an accounting within sixty (60) days but this deadline may be extended for another thirty (30) days upon written notice to you of the reason for the delay and the date by which I will provide the accounting. You are entitled to one (1) accounting in any twelve (12) month period free of charge. For any subsequent request in a twelve (12) month period you will be charged $.25 for each page copied and you will be expected to pay for the copies at the time you pick them up.


7.
To receive a paper copy of this privacy notice even if you agreed to receive a copy electronically.


8.  To pay out-of-pocket for a service and the right to require that I not submit PHI to your health plan.


9.  To be notified of a breach of your unsecured PHI.


10. If your records are electronically maintained, the right to receive a copy of your PHI in an electronic format and to direct in writing that a third party receive a copy of your PHI in an electronic format.


11. The right to complain to me and to the Secretary of the U.S. Department of Health and Human Services (HHS) if you believe your privacy rights have been violated. You may submit your complaint to me in writing setting out the alleged violation. I am prohibited by law from retaliating against you in any way for filing a complaint with me or HHS.

Uses and Disclosures

Your written authorization is required before I can use or disclose my psychotherapy notes which are defined as my notes documenting or analyzing the contents of our conversations during our counseling sessions and that are separated from the rest of your clinical file. Psychotherapy notes do not include medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests and any summary of the following items: diagnosis, functional status, the treatment plan, symptoms, prognosis and progress to date.


It is my policy to protect the confidentiality of your PHI to the best of my ability and to the extent permitted by law. There are times however, when use or disclosure of your PHI including, psychotherapy notes, is permitted or mandated by law even without your authorization.


Situations where I am not required to obtain your consent or authorization for use or disclosure of your PHI psychotherapy notes include the following circumstances:


•
By myself or my office staff for treatment, payment or health care operations as they relate to you.



For example: Information obtained by me will be recorded in your record and used to determine the course of treatment that should work best for you. I will document in your record our work together and when appropriate I will provide a subsequent counselor or health care provider with copies of various reports that should assist him or her in treating you once we have terminated our therapeutic relationship.



For example: A bill may be sent to you or a third-party payer. The information on or accompanying the bill may include information that identifies you, as well as your diagnosis, procedures, and supplies used.


•
In the event of an emergency to any treatment provider who provides emergency treatment to you.


•
To defend myself in a legal action or other proceeding brought by you against me.


•
When required by the Secretary of the Department of Health and Human Services in an investigation to determine my compliance with the privacy rules.


•
When required by law in so far as the use or disclosure complies with and is limited to the relevant requirements of such law.



Examples:


To a public health authority or other government authority authorized by law to receive reports of child abuse or neglect.


If I reasonably believe an adult individual to be the victim of abuse, neglect or domestic violence, to a governmental authority, including a social services agency authorized by law to receive such reports to the extent the disclosure is required by or authorized by law or you agree to the disclosure and I believe that in the exercise of my professional judgment disclosure is necessary to prevent serious harm to you or other potential victims. If I make such a report, I am obligated to inform you unless I believe informing the adult individual will place the individual at risk of serious injury.


In the course of any judicial or administrative proceeding in response to:


•
An order of a court or administrative tribunal so long as only the PHI expressly authorized by such order is disclosed, or


•
A subpoena, discovery request or other lawful process, that is not accompanied by an order of a court or administrative tribunal so long as reasonable efforts are made to give you notice that your PHI has been requested or reasonable efforts are made to secure a qualified protective order, by the person requesting the PHI.


•
Child custody cases and other legal proceedings in which your mental health or condition is an issue are the kinds of suits in which you PHI may be requested.


•
In addition, I may use your PHI in connection with a suit to collect fees for my services.


•
In compliance with a court order or court ordered warrant, or a subpoena or summons issued by a judicial officer, a grand jury subpoena or summons, a civil or an authorized investigative demand or similar process authorized by law provided that the information sought is relevant and material to a legitimate law enforcement inquiry, the request is specific and limited in scope to the extent reasonably practicable in light of the purpose for which the information is sought and de-identified information could not reasonably be used.


•
To a health oversight agency for oversight activities authorized by law as they may relate to me (i.e., audits; civil, criminal or administrative investigations, inspections, licensure or disciplinary actions; civil, administrative, or criminal proceedings or actions).


•
To a coroner or medical examiner for the purpose of identifying a deceased person, determining a cause of death, or other duties as authorized by law.


•
To funeral directors consistent with applicable law as necessary to carry out their duties with respect to the decedent.


•
To the extent authorized by and the extent necessary to comply with laws relating to workers compensation or other similar programs established by law.


•
If use or disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public and the disclosure is made to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat.


•
To a public health authority that is authorized by law to collect or receive such information for the purposes of preventing or controlling a disease, injury or disability, including, but not limited to, the reporting of disease, injury, vital events such as birth, death, and the conduct of public surveillance, public health investigations, and public health interventions.


•
To a person who may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading a disease or condition, if the covered entity or public health authority is authorized by law to notify such persons as necessary in the conduct of a public health intervention or investigation.


•
To a public health authority or other appropriate governmental authority authorized by law to receive reports of child abuse or neglect.


•
To a law enforcement official if I believe in good faith that the PHI constitutes evidence of criminal conduct that occurs on my premises.


•
Using my best judgment, to a family member, other relative or close personal friend or any other person you identify, I may disclose PHI that is relevant to that person’s involvement in your care or payment related to your care.


•
To authorized federal officials for the conduct of lawful intelligence, counter-intelligence, and other national security activities authorized by the National Security Act and implementing authority.


•
To Business Associates under a written agreement requiring Business Associates to protect the information. Business Associates are entities that assist with or conduct activities on my behalf including individuals or organizations that provide legal, accounting, administrative, and similar functions.


•
To family members and others involved in your care prior to your death, unless doing so would be inconsistent with any prior expressed preferences you made known to me, but limited to PHI relevant to the family member or other person’s involvement in your care or payment.


I may contact you with appointment reminders or information about treatment alternatives or other health related benefits and services that may be of interest to you.


If you have any questions and would like additional information you should bring this to my attention at the first opportunity. I am the designated Privacy Officer for my practice and will be glad to respond to your questions or request for information.

Client Consent Form

I understand that as part of my health care, the undersigned therapist originates and maintains health records describing my health history, symptoms, evaluations and test results, diagnosis, treatment, psychotherapy notes, and any plans for future care or treatment. I understand that this information is utilized to plan my care and treatment, to bill for services provided to me, to communicate with other health care providers and other routine health care operations such as assessing quality and reviewing competence of health care professionals.


The Notice of Privacy Practices for CARMEN SCROGGIN, M.A., LPC-S, provides specific information and a thorough description of how my personal health information may be used and disclosed. I have been provided a copy of or access to the Notice of Privacy Practices and I have been given the opportunity to review the notice prior to signing this consent. Before implementation of any revised Notice of Privacy Practices, the revised Notice will be mailed to me at the address I designate below. I understand that I have the right to restrict the use and/or disclosure of my personal health information for treatment, payment, or health care operations and that I am not required to agree to the restrictions requested. I may revoke this consent at any time in writing except to the extent that CARMEN SCROGGIN, M.A., LPC-S has already taken action in reliance on my prior consent. This consent is valid until revoked by me in writing.
I request the following restrictions on the use and/or disclosure of my personal health information.

________________________________________________________________________________________

Therapist response: Agree to restriction/Do not agree to restriction

________________________________________________________________________________________

I further understand that any and all records, whether written, oral or in electronic format, are confidential and cannot be disclosed without my prior written authorization, except as otherwise provided by law.


I have been provided and have received CARMEN SCROGGIN, M.A., LPC-S Notice of Privacy Practices dated February 1, 2019.
                                                                 
                
Signature of Client or Legal Representative
Date
                                                                  
                
Signature of Client or Legal Representative
Date

I request that changes to the Notice of Privacy Practices be sent to me at this address:

_______________________________________________________________  
________________________________________________

________________________________________________

Witnessed:                                                            

Date:               

     CARMEN SCROGGIN, M.A., LPC-S

