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DISCLOSURE STATEMENT

Information & Consent Form
This document is designed to inform you about my background and to ensure that you understand our professional relationship. My areas of specialty include depression, grief/loss, trauma and anxiety.  I work individually with adults and older adolescents.

I hold a doctoral degree (Ph.D.) in Counselor Education from the University of Virginia, which I received in 1995.  Since completing my master's degree in counseling in 1986, I have worked as a counselor, counselor educator, consultant and therapist.  I have been a Licensed Professional Counselor (LPC) since 1996 (Virginia License #0701002375).  Additionally, I hold a Level 1 Certificate in Clinical Emotional Freedom Techniques. 
COUNSELING SERVICES OFFERED & THEORETICAL APPROACH

People can make better decisions if they have enough information and understand how something works.  

Wellness and healing include your active involvement as well as efforts to change your behaviors, feelings, and thoughts. Although the technology used in these Energy Therapy sessions can be immediate, there are no "magic pills" or instant, painless and passive cures to our personal difficulties. While the Energy Therapy Device/Instrument can heal, research indicates that up to 80% of all physical illness is due to stress-related issues. If you desire to continue to live in a state of wellness and healing, we may also discuss new behaviors to try and you will be gently encouraged to push your "comfort zones" in order to grow and develop ways to handle stress more effectively.  

I take an educative approach to wellness and healing and encourage you to learn more about the kind of work we will do together.  As a therapist, my approach is derived from the more traditional Cognitive-Behavioral Therapy, Relational Therapy and Solution-Focused Therapy that emphasize client strengths in counseling. In addition, I use mindfulness, some body-based and Energy Therapy tools. 
The prevailing premise of Energy Psychology is that the flow and balance of the body’s more subtle energies are important for physical and emotional health, and there are energy-based methods that help in fostering that well-being. There appears to be an interactive effect among the following: 

	· Emotions
	· Thoughts
	· Beliefs
	· Bodily Sensations

	· Biochemistry
	· Behaviors
	· Electromagnetic & Subtle Energies
	


Please understand there are promising reports from psychotherapists about the effectiveness of Energy Therapy and the Energy Therapy Instrument, but that it is considered an experimental procedure with limited published research. Underlying our work is an understanding and use of our mutual efforts. Know that I will use theories and techniques as appropriate to the difficulty you may be presenting. Our work together may focus on any combination of these in order to most effectively help you obtain your goals.  

In our work together, we will outline the goals, focus, and methods, risks and benefits of treatments, the approximate time commitment involved, costs and other aspects of your particular situation. Periodically, we will evaluate your progress. We will also discuss ways you can implement work between sessions.  

As with any potentially powerful intervention, there are both benefits and risks associated with Energy Therapy.  Risks might include experiencing uncomfortable levels of feelings like sadness, guilt, anxiety, anger, or frustration. Please review the Disclaimer and Waiver of Liability for specific risks and responsibilities. 
CONFIDENTIALITY

As a Licensed Professional Counselor, I regard the information you share with me with the greatest respect, so I want us to be as clear as possible about how it will be handled. Generally, I will tell no one what you tell me without your written consent, unless you are under the age 18.  If you are under 18, we will discuss the legal rights your parent(s)/ guardian(s) have to your records. The privacy and confidentiality of our conversations, and my records, is a privilege of yours and is protected by state law as well as my profession's ethical principles, in all but a few circumstances.  There are two primary circumstances in which I cannot guarantee confidentiality, legally or ethically: (1) when I believe you intend to harm yourself or another person; and (2) when I believe a child or elder person has been or will be abused or neglected. In rare circumstances, a counselor can be ordered by a judge to release information. 
EXPLANATION OF DUAL RELATIONSHIPS

You will be best served while I am seeing you for Energy Therapy if our relationship stays strictly professional and if our sessions concentrate exclusively on your concerns. 
LENGTH OF SESSIONS

I assure you that services will be rendered in a professional manner consistent with accepted ethical standards.  Energy Therapy sessions may be as 15 minutes or up to 50 minutes.  We will schedule our sessions for our mutual agreement. 

CANCELLATION POLICY

A missed appointment delays our work together.  If you must cancel, please give me at least 24 hours notice.  Please cancel Monday appointments by 5PM on Friday.  If you are unable to provide at least 24 hours notice when you cancel, or if you do not show up for an appointment, you may be charged the full fee for your session. 
FEES & METHODS OF PAYMENT

The fee for Energy Therapy is $100 per treatment.  This is the established fee for Energy Therapy and is not covered by insurance because it is considered a Clinical Trial and therefore experimental. Cash, personal checks and credit cards are acceptable for payment. There will be a 3% credit card fee for this service; checks should be made payable to Dr. Suzan Thompson. You will be provided with a receipt for all fees paid. If my records or expertise are requested for any reason, you may be responsible for paying a rate of $350 per hour, rounded to the nearest hour, to include any expenditure of time or resources. 
MESSAGES
If I need to contact you, I will do so as discretely as possible. Please let me know the best phone number to reach you, should I need to leave a message. Messages for me can be left on voicemail (757-306-9100) which is accessible 24-hours a day. Calls will be returned between 9am and 9pm Monday through Friday. Please be sure to read the policy below about emails and use of technology. Emergency emails cannot be immediately responded to – it is best to call and leave a message for more pressing concerns. Please note I may not be able to return calls right away, and the emergency procedure outlined below should be followed.
EMERGENCY CONTACT
I offer only outpatient care and do not have 24 hour emergency care. If you experience a psychological emergency, please contact me at 757-306-9100.  If I am not available:

1. In Norfolk, call the 24-hour crisis line at Emergency Services Community Services Board (757-664-7690) or
2. In Portsmouth, call the 24-hour crisis line at Maryview Hospital (389-2400), or 

3. In Virginia Beach, call the Virginia Beach Psychiatric Center’s 627-LIFE crisis line

AND go to the nearest Emergency Room for immediate treatment by a mental health professional.  

COMPLAINT PROCEDURES

If you are not satisfied with any aspect of our work, please inform me immediately.  This will make our work together more efficient and effective.  If you think that you have been treated unfairly or unethically, by any other Licensed Professional Counselor, or me and can not resolve this problem with me, you can contact:

Commonwealth of Virginia
phone (804) 662-9575

Department of Health Professions, Board of Licensed Professional Counselors

6606 West Broad Street, Fourth Floor, Richmond, Virginia 23230-1717 

If you have any questions, feel free to ask.  Please sign and date this form; make a copy for your own records.  I will retain the original in my confidential records.

RECORDS KEEPING/PROFESSIONAL WILL

In the event that I am incapacitated, I have designated a professional counselor who will manage my records and notify clients. 

Please carefully read the statement below and initial:
___ I will not be using medical insurance, and will pay for services out of pocket. I understand that I am responsible for all fees for services provided to me. I have read, understand, and agree to comply with the fee policy and the No Show/Cancellation Policy. 
If you have any questions, feel free to ask.  Please sign and date this form; make a copy for your own records.  I will retain the original in my confidential records.

I have read and understand the conditions outlined above.

Client's signature ______________________________________

Date ________________

Use of Technology in Counseling/Energy Therapy
We live in a time of easy use of technology. Although email and cell phone texting are invaluable resources, certain issues may arise regarding electronic communications that apply to our work in counseling/Energy Therapy.

I am willing to receive/reply to email or texts in cases when you would like to use either of these electronic communications to schedule/change an appointment or update me between sessions. Please keep the following in mind about both email and texts:

· Compared to a phone call or face-to-face communication, emails and texts lack the benefit of real time personal interactions such as verbal tone, inflections and visual cues. For these reasons it is usually best to discuss most matters in the office.

· Emails are not appropriate if you are experiencing a crisis or having suicidal thoughts. If you are having a crisis or feeling suicidal and cannot reach me by phone, please call 911 immediately.
· While I will make every effort to protect my email and texting, I can provide no assurance of their confidentiality or security.

· I may not check my email every day. So if you are canceling an appointment for the same or next day, it is best to call my phone and leave a message.

· If emails are extended or frequent, charges may be applied for the time.

Finally, I do not accept requests for social networking like Facebook, Instagram, Pinterest, Linked-In or Twitter. The sharing of such information may result in a violation of your mental health care privacy and confidentiality because I cannot control the many layers of who views the information that is available on such pages.

I value our work together and appreciate your cooperation with these guidelines. Please sign below that you understand and agree with the above email and texting policy.

CLIENT SIGNATURE: _______________________________

DATE: _______________
DISCLAIMER
Suzan K. Thompson/Quantum Healing Works, Inc. and Creative Sonic Research LLC and the representatives thereof, does not make any recommendation or claims as to the use or effectiveness for any purpose of the DNA Frequency technology.  DNA Frequency technology frequency generators are solely for use as an "Experimental Device".  The Food and Drug Administration has not evaluated this statement. This product is not intended to diagnose, treat, cure, or prevent any disease.

I, ________________________________, fully understand and agree to the above Disclaimer.

Waiver of Liability

This agreement releases Suzan K. Thompson/Quantum Healing Works, Inc. and Creative Sonic Research LLC and the representatives thereof, namely Charles Richardson and/or Fiona McKenzie, from all liability relating to any injuries that may occur during or following this Clinical Trial of the Time Reverse Frequency based technology of Creative Sonic Research LLC. By signing this agreement, I agree to hold Suzan K. Thompson, Quantum Healing Works, Inc. and Creative Sonic Research LLC and the representatives thereof, namely Charles Richardson and/or Fiona McKenzie, entirely free from any liability, including financial responsibility for injuries incurred, regardless of whether injuries are caused by negligence.  

I also acknowledge the risks involved in such a Clinical Trial. These include but are not limited to a sensation similar to tinnitus. I swear that I am participating voluntarily, and that all risks have been made clear to me. Additionally, by signing this document, I declare that I do not have any conditions that will increase my likelihood of experiencing injuries while engaging in this activity.

I, _______________________, on behalf of my executors, administrators, heirs and assigns, do herby expressly release, discharge, waive, relinquish, and covenants not to sue Suzan K. Thompson, Quantum Healing Works, Inc., Creative Sonic Research LLC and the representatives thereof, namely Charles Richardson and/or Fiona McKenzie, officers and agents for such claims, demands, injuries, damages or cause of action, with respect to use of said facilities, programs and services. In return, I will receive Time Reverse Frequency Therapy treatments, which may be video recorded. I understand that these video recordings will be the property of Suzan K. Thompson, Quantum Healing Works, Inc. and Creative Sonic Research LLC.

I declare that I have completed the medical questionnaire above as required by Quantum Healing Works, Inc. and that I further declare that Suzan K. Thompson/Quantum Healing Works, Inc. has advised me to obtain a medical clearance in the event I answered yes to any of the medical history questions, or I am unsure of my physical health. 

Signature: _______________________________


Date: _________________

CONSENT TO PARTICIPATE IN RECORDED CLINICAL TRIAL

Purpose and Use of Recordings
As part of the process for training as well as documenting the effectiveness of the treatment, brief video interviews may be recorded.  

Confidentiality
As a Licensed Professional Counselor, I am professionally and ethically bound to preserve the confidentiality of all personal information that is revealed by you in a counseling relationship. We would appreciate your permission to record the session(s) with the understanding that confidentiality will be maintained.  

Consent
I have read and understand the above statements regarding recording.  I hereby give my permission for these sessions to be recorded for documentation and training purposes as described above.  I further understand that I can withdraw this permission at any time.

Signature ______________________________________

Date ________________
Quantum Healing Works, Inc.

DBA Integrative Counseling & Wellness

Suzan K. Thompson, Ph.D. Licensed Professional Counselor

117 21st Street, Suite 210, Norfolk, VA 23517

3630 S. Plaza Trail, Suite 210-C Virginia Beach, VA 23452

 (757) 306-9100 office voice/cell

Counseling/Energy Therapy New Client Form

Date:

	Your Name: 


	Gender

	Age

	Date of Birth:
Place of Birth:  

	Parent/Guardian (if 18 or under)
  
	Relationship Status
(Partner, married, separated, etc)

	How did you find out about this counselor?


	May we contact the referral to thank them? No ___

If Yes, signature: 

_________________________



	Street Address 

	City

	State & Zip

	

	Cell Phone #

May I discretely contact you at this number?  __ Y __ N 

Is it ok to send appointment reminders to this number? 
__ Y __ N
	Email Address:

Is it ok to send appointment reminders to this email? 

__ Y __ N

May I send you my e-newsletter? __ Y __ N
	Ethnic/Cultural Background
Spiritual Affiliation
	Occupation


	
	
	
	Education-highest degree/grade level


	EMERGENCY CONTACT

	Relationship to this contact

	Their Phone #

	


NOTE: Please complete the information to the best of your ability. If you have questions or wish to leave areas blank, your counselor is willing to discuss your concerns during the first session. 

PLEASE FINISH THE FOLLOWING SENTENCES

	Forms of complementary, alternative and integrative therapies I have used currently or in the past include:
	(check those that apply)

___ Acupressure/Acupuncture    ___Chiropractic   ___ Massage 

___ Art/Music Therapy   ___ Prayer   ___Mediation
  ___ Yoga/Tai Chi   

___ Herbal Treatments   ___ EMDR   ___ EFT/TFT   ___ Exercise   ___ 12-Step Mtg

Other____________________



	My sources of support include...
	

	Current Concerns
Please provide a brief description of what made you decide to seek counseling/ Energy Therapy  at this time
	How long have these concerns been going on? 

	What I hope to gain from Energy Therapy is...
	


SYMPTOM CHECKLIST

Name:____________________________

Date:____________

Please circle any of the concerns or symptoms listed below that you are currently experiencing:

General

Appetite Changes (More/Less)

Balance Problems

Cravings

Sleep Problems

Thirst

Tremors

Skin & Hair

Acne

Boils

Changes in hair or skin

Eczema

Hives

Itching

Psoriasis

Rashes

Other Skin or Hair Problems/Changes; Specify: _______________________

Head, Eyes, Ears, Nose, Neck/Throat

Blurriness

Concussion(s)

Diminished Night Vision

Dizziness/Vertigo

Glaucoma

Headaches (Where? When?)

Head Injury

Migraines

Poor Hearing

Ringing in ears/Tinnitus

Sinus Problems

Spots in front of eyes

TMJ/Jaw Problems

Other Head, Eye, Ear, Nose, Throat Problems/Changes; Specify: ________________

Vascular/Cardiovascular

Anemia

Chest pain

Cold Hands or feet

Difficulty in breathing

Dizziness

Easy Bleeding/Bruising

Fainting

History of Heart Attack

Irregular heartbeat

Low/High blood pressure

Stroke

Swelling of feet

Swelling of hands

Respiratory

Allergies

Asthma

Bronchitis

Cough

Difficulty with breathing

Emphysema

Other lung/respiratory problems: _________________

Gastrointestinal

Abdominal pain

Constipation

Diabetes

Diarrhea

Hemorrhoids

Indigestion

Nausea

Vomiting

Urinary

Frequent/Urgency to urinate

Kidney stones

Pain on urination

Reproductive/Gyn

Menstrual problems/changes

Impotence

Other Reproductive Problems; Specify: _________________

Musculoskeletal

Arthritis

Back Pain

Broken Bone(s): _________

Foot/Ankle Pain

Hand/wrist Pain

Hip Pain

Knee Pain

Muscle pain

Muscle weakness

Neck Pain

Osteoarthritis

Osteoporosis

Sciatica

Shoulder Pain

Neuropsychological

ADHD

Alcoholism

Anxiety

Areas of Numbness

Concussion

Depression

Dizziness

Drug/other addiction

Lack of Coordination

Loss of Balance

Poor Memory

PTSD

Seizures

Other

Cancer; Specify kind & status: _______________

Hyper/Hypo Thyroid 

List any chronic bodily discomfort that you have and describe: 

OQ-45

NAME ___________________________________________       


DATE ___________________
INSTRUCTIONS: Looking back over the last week, including today, help us understand how you have been feeling.  Read each item carefully and circle the number which best describes your current situation.  Circle only one number for each question and do not skip any.  If you want to change an answer, please “x” it out and circle the correct one.
	Never
	Rarely
	Sometimes
	Frequently
	Almost Always
	

	0
	1
	2
	3
	4
	1. I get along well with others.

	0
	1
	2
	3
	4
	2. I tire quickly.

	0
	1
	2
	3
	4
	3. I feel no interest in things. 

	0
	1
	2
	3
	4
	4. I feel stressed at work/school.

	0
	1
	2
	3
	4
	5. I blame myself for things. 

	0
	1
	2
	3
	4
	6. I feel irritated.

	0
	1
	2
	3
	4
	7. I feel unhappy in my marriage/significant relationship. 

	0
	1
	2
	3
	4
	8. I have thoughts of ending my life

	0
	1
	2
	3
	4
	9. I feel weak. 

	0
	1
	2
	3
	4
	10. I feel fearful. 

	0
	1
	2
	3
	4
	11. After heavy drinking, I need a drink the next morning to get going (If you do not drink, mark “never”).

	0
	1
	2
	3
	4
	12. I find my work/school satisfying. 

	0
	1
	2
	3
	4
	13. I am a happy person.

	0
	1
	2
	3
	4
	14. I work/study too much. 

	0
	1
	2
	3
	4
	15. I feel worthless. 

	0
	1
	2
	3
	4
	16. I am concerned about family troubles. 

	0
	1
	2
	3
	4
	17. I have an unfulfilling sex life. 

	0
	1
	2
	3
	4
	18. I feel lonely.

	0
	1
	2
	3
	4
	19. I have frequent arguments. 

	0
	1
	2
	3
	4
	20. I feel loved and wanted. 

	0
	1
	2
	3
	4
	21. I enjoy my spare time. 

	0
	1
	2
	3
	4
	22. I have difficulty concentrating. 

	0
	1
	2
	3
	4
	23. I feel hopeless about the future. 

	0
	1
	2
	3
	4
	24. I like myself. 

	0
	1
	2
	3
	4
	25. I Disturbing thoughts come into my mind that I cannot rid of. 

	0
	1
	2
	3
	4
	26. I feel annoyed by people who criticize my drinking (or drug use) (if not applicable, mark “never”). 

	0
	1
	2
	3
	4
	27. I have an upset stomach. 

	0
	1
	2
	3
	4
	28. I am not working/studying as well as I used to. 

	0
	1
	2
	3
	4
	29. My heart pounds too much. 

	0
	1
	2
	3
	4
	30. I have trouble getting along with friends and close acquaintances 

	0
	1
	2
	3
	4
	31. I am satisfied with my life. 

	0
	1
	2
	3
	4
	32. I have trouble at work/school because of my drinking or drug use (if not applicable, mark “never”). 

	0
	1
	2
	3
	4
	33. I feel that something bad is going to happen. 

	0
	1
	2
	3
	4
	34. I have sore muscles. 

	0
	1
	2
	3
	4
	35. I feel afraid of open spaces, of driving, or being on buses, subways, and so forth. 

	0
	1
	2
	3
	4
	36. I feel nervous. 

	0
	1
	2
	3
	4
	37. I feel my love relationships are full and complete.

	0
	1
	2
	3
	4
	38. I feel that I am not doing well at work/school.

	0
	1
	2
	3
	4
	39. I have too many disagreements at work/school. 

	0
	1
	2
	3
	4
	40. I feel something is wrong with my mind. 

	0
	1
	2
	3
	4
	41. I have trouble falling asleep or staying asleep. 

	0
	1
	2
	3
	4
	42. I feel blue. 

	0
	1
	2
	3
	4
	43. I am satisfied with my relationships with others. 

	0
	1
	2
	3
	4
	44. I feel angry enough at work/school I might do something I regret. 

	0
	1
	2
	3
	4
	45. I have headaches. 
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