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CONFIDENTIALITY

Confidentiality is a right of a client in a relationship with a therapist.  Therefore, it is important to clarify the situation in which confidentiality cannot be applied or maintained.

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, therapists are 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.  The therapist 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. The therapist frequently asks clients to sign an authorization form to allow communication with a physician, a previous therapist or a referring source.  Those contacts are initiated to facilitate the therapy’s effectiveness.  The therapist will 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.

5. Following a non-response to a repeated request for payment of a delinquent bill for services, the account                 will be given to an agency for collection.

By signing below, you acknowledge that you have read this notice and understand the information provided.
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