Cecelia E. Johnson, PhD, LPC, CART, BCPCC
Hope Alive Christian Counseling, LLC.
cc4hope@gmail.com
hopealive.us

Professional Disclosure Statement

Qualifications:  Bachelor of Arts in Social Work from California State Long Beach.   Master’s Degree in Counseling from Houston Graduate School of Theology, and a 

Ph.D. in Christian Counseling from Louisiana Baptist University.  I am a Licensed Professional, Board Certified Christian Counselor, Board Certified Conflict Anger Resolution Therapist, & a Certified Mediator. My formal education and life experiences have prepared me to counsel individuals, children, adolescents, women issues, marriage, and families.

Experience: Counseling since 1996.   Speak at various seminars and conferences on topics such as; communication, conflict resolution, marriage enrichment (with my husband), moving from victim to victor, parenting, and time management.

Nature of Counseling: My goal in the area of counseling is to help the client to depend upon God and His wisdom in everyday life situations.  I end every session in prayer.

Informed Consent

Counseling Relationship:  During the time that we work together, we will meet at a mutually agreed upon time for approximately 45 minutes sessions.  It is important to remember our relationship is professional and not social.  Our contact will be limited to counseling sessions that you arrange through the Hope Alive.
Effects of Counseling:  At any time, you may initiate a discussion of possible positive or negative effects of entering, not entering, continuing, or discontinuing counseling.  
While benefits are expected from counseling, specific results are not guaranteed.   Counseling is a personal exploration and 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.  Some of these changes could be temporarily distressing.  The exact nature of these changes cannot be predicted.  Together we will work to achieve the best possible results for you.

Client Rights and Responsibilities:  Some clients need only a few counseling sessions to achieve their goals; 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, though I do ask that you participate in a termination session.  You also have the right to refuse or discuss modification of any of my counseling techniques or suggestions that you believe might be harmful.   You agree to come to counseling free from the influences of drugs including alcohol. I assure you I will be professional and consistent with accepted legal and ethical standards.  If at any time, you are dissatisfied with my services, please let me.
Fees:  The fee for each counseling session is $120.00 per session. The fee or co-pay for each session will be due at, and must be paid by, the conclusion of each session.  
Payments can be made by cash, Discover, American Express, Visa, or MasterCard made payable to Hope Alive. A separate fee charge for reports or copies is $120 per hour.
You are responsible for the full amount for some reason if your insurance does not pay.

Turn Over
Cancellation:  Please notify Hope Alive at (281) 656-2548 or cc4hope@gmail.com, if you discover that you will not be able to keep an appointment. A 24 hour notice is required by email or phone call. or 
your credit card on file will be charged $75 for the appointment session, for a late cancellation or no show.
Records and Confidentiality:  All of our communication becomes part of the clinical record.  Records are the property of Hope Alive. Christian Counseling, LLC. Most of our communication is confidential, but the following limitations and exceptions do exist; a) I determine that your are a danger to yourself or someone else; b) you disclose abuse, neglect, or exploitation of a child, elderly, or disabled person; c) you disclose sexual contact with another mental health professional or clergy; d) I am ordered by the court to disclose information; e) you direct me to release your records; or f) otherwise required by law to disclose information.  If I see you in public, I will protect your confidentiality by acknowledging you only if you approach me first.

In the case of marriage or family counseling, I will keep confidential (within the limits cited above) anything you disclose to me without your family member’s knowledge.  However, I encourage open communication between family members and I reserve the right to terminate our counseling relationship if I judge the secret to be detrimental to the therapeutic progress. 

Should you ever become involved in a divorce or custody dispute, I will not provide an evaluation (written or otherwise) or expert testimony in court. This applies to all clients regardless of age.
Emergency Contact: The limited resources of Hope Alive prevent us from providing crisis intervention or intensive counseling.  If you have a crisis after office hours, please contact your physician, call the crisis hotline at (713) 228-1505; or go to the nearest hospital emergency room.  If a hospitalization occurs, please contact my office during business hours.

Acknowledgment and Consent:  By your signature below, you are indicating that you read and understood this statement, or that any questions you had about this statement were answered to your satisfaction, and that 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.
Having met and discussed with this client the policies and procedures outlined in this document and having responded to all questions posed, I believe this person fully understands the information presented. I find no reason to believe this person is not fully competent and capable, legally or otherwise, to five informed consent for therapy.  
I, __________________, confirm that I have read this in its entirety, this document. I have discussed those points I did not understand, and have had my questions, answered in its entirety.  I agree to act accordingly to the policies and procedures listed in this document.  I understand that no specific promises have been made to me by Dr. Cecelia Johnson, PhD, LPC, BCPCC, have made no promises to me about the results of treatment, or the effectiveness of the treatment or the number of sessions necessary for therapy to be effective.  I understand that I will make every effort to discuss my concerns about my progress with Dr. Cecelia Johnson before making the decision to end therapy,
Client Signature






Date

Therefore; I, Cecelia Johnson, PhD, LPC, BCPCC, agree to enter into a counseling therapy relationship with this client as shown by my signature here.
Signature of Therapist






Date
