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Pieceful Self PLLC
Larisa Wendfeldt, MA LMFT
(425) 256-3545
Purpose and Credentials:
In accordance with Washington State law, the Washington Administrative Code (WAC)
and the Revised Code of Washington (RCW), a Disclosure Statement is written to
provide clients with information to help assist them in making decisions about their
therapy. This Disclosure Statement must be signed by both the client(s) and the
therapist. The client(s) signature will indicate that they have read, and understand the
information provided.

I provide therapeutic counseling and psychotherapy for individuals—children, adolescents, and adults—and families and couples. I am a Licensed Marriage and Family Therapist with the State of Washington (LMFT #LF60869534), and a member of American Association of Marriage and Family Therapists (AAMFT).

Therapeutic Approach:
I have an integrative approach to therapy; the modality used depends on the needs of the client in the moment. Throughout therapy, I believe the most important thing is to be present with the client where they are in the moment and to provide unconditional positive regard for them and their experience. Assisting clients to solve their own problems and explore their own thoughts, opinions, and decisions is an essential part of the therapeutic process. In addition to a Person-Centered approach, I use Cognitive Behavioral Therapy, Motivational Interviewing, Solution-Focused Therapy, Strategic Therapy, Mindfulness, Relational models, Emotionally-Focused therapy, an internalized oppression model, and playfulness and humor.

Education, Training, and Experience:
I received a Master of Arts in Psychology, with a specialization in Couple and Family Therapy, from Antioch University Seattle. I have worked for many years with children, adolescents, young adults and families in the nonprofit sector. I taught English abroad with both the French Department of Education and with Peace Corps in Ukraine. Additionally, I worked with youth in regard to building healthy self-esteem and assisting in learning about and understanding HIV/AIDS, as well as issues of human trafficking and other issues youth are faced with in the region. Prior to beginning my private practice, I provided counseling to children and families with a wide range of issues at a community mental health center. I love learning about people and their experiences and feel honored to be able to meet with and assist others in learning more about themselves and in finding solutions.

Payment and Scheduling Policy: 
The fees for my counseling services are $200 for the initial session (50 minutes; families and individuals), $150 per 50-minute session for individuals, $175 per 50-minute session for couples or families. Payments are to be made at the beginning of each session unless other arrangements are made. Once your counseling time is established, it is expected that you are responsible for payment of that time, including any cancelled appointments that are under 24hrs. I will do my best to offer an alternative session if you cannot make your scheduled time. You will not be charged for vacations and other planned absences.
Frequent schedule changes result in disruptive work and are discouraged. If you do not schedule for four consecutive weeks, I will assume you are terminating your work with me. I take vacation a few times a year and observe major holidays. I will inform you in advance of my time away from the office.

Most health insurances have mental health coverage. Please inquire through Headway to see if you are in-network.

Clients Rights
You have the right to choose a counselor who bests suits your needs and purposes.
You have the right to:
1. Decide whether or not to receive therapeutic counseling from me. If you wish, I
can provide you with names of other qualified professionals.
2. Know the course of treatment and my preferred treatment methods. Please ask if
you have any questions.
3. End therapy at any time without any legal or moral obligation. You do need to let
me know if you wish to end our therapeutic relationship, in person, by phone, or
by letter.
4. Review your records, or request in writing that no records be kept except the
minimal identification information. **

**Note Taking:

______I request that no records be kept except the minimal identification information.

______I request that basic notes be recorded in addition to identification information.

State Information: Therapists practicing counseling for a fee must be registered or licensed with the Department of Health for the protection of the public health and safety. Registration of an individual with the department does not include recognition of any practice standards, nor necessarily implies the effectiveness of any treatment. The purpose of the Counselor Credentialing Act (Chapter 18.19 RCW) is:
(A) to provide protection for public health and safety; and (B) to empower the citizens of the State of Washington by providing a complaint process against those counselors who would commit acts of unprofessional conduct.

Unprofessional Conduct: The state brochure called “Counseling or Hypnotherapy Clients” lists ways in which counselors may work in an unprofessional manner. I am accountable for my work with you. If you have any concerns about my work, please discuss them with me. If you suspect that my conduct has been unprofessional in any way, please contact the Department of Health at the address and phone number below.

State Contact Information: Department of Health Counselor Programs P.O. Box 47869 Olympia, WA 98505-7869 (360) 664-9098

Contacting Me by Phone, Email or Text: You may leave me a voicemail, send an email to larisa@piecefulself.com or send a text message at (425)256-3545 if you need to make schedule changes. I am only available outside of office hours to return messages involving scheduling. I check phone, email and text messages on a regular basis. If we decide outside of office communication is necessary, you will be charged in 10-minute increments my normal rate if we continue past 5 min. Insurance does not reimburse for these. Please note that these forms of communication are not fully protected and if you do communicate by phone, email or text that you do so at the risk of your confidentiality. I will do my best to respond to your communication in a prompt manner. Please do not use these avenues to deliver important therapeutic information. In general, the place we deal with therapeutic issues is in the office.

Text and Email:

_____ Yes, I am okay with corresponding via email or text message for scheduling purposes or simple (non-therapeutic) correspondence.

_____ No, I prefer to correspond via telephone only.

Messages:

_____ It is ok to leave a message on my voicemail.

_____ Please do not leave any messages on my voicemail.

Emergencies: General Emergencies: 911; Care Crisis Response Service: (800) 584-3578

Confidentiality: There is a legal privilege in this state that protects any information that you share with me and requires me to keep the strictest of confidentiality (See HIPAA consent form). As a professional, I assure you that I maintain strong ethical standards of confidentiality.

There are legal exceptions to this confidentiality. The following situations are ones in which the
information you have shared with me may be given to others: (1) suspected abuse of a child,
developmentally disabled person, or a dependent adult; (2) potential suicidal behavior; (3) threatened harm to another, which may include knowledge that the client is HIV positive when there is an unwillingness to inform individuals with whom the client is intimately involved; and (4) when required by court order. Information may also be disclosed if a client signs a written release authorizing said disclosure or if a complaint is filed by the client against the counselor. If insurance is sought, confidentiality is waived. No records will be released without written permission on a Release of Information Form or a Court Order.

I do consult with colleagues regarding my work with clients to gain feedback and
suggestions about treatment. My work with you may be discussed in formal or informal
sessions with my colleagues or with other professionals. During these consultations,
neither your last name nor other unique identifying information will be used. All
discussions of this type with other professionals are subject to the same provisions of
confidentiality discussed above.

If you have been directly referred to me by someone else, I may, as a good business
practice, acknowledge to them that you have contracted with me for services and I will
thank them for the referral with your permission to do so. I will not discuss your situation with them unless I have your
written permission.

I have received and read this Disclosure Statement. I acknowledge that I have been informed of privacy practices, HIPPA compliance, and my rights as a client. I have also had the opportunity to ask questions and do now satisfactorily understand the information presented above.
With this signature, I indicate that I have read and understood the above policies and
procedures of Pieceful Self PLLC, the office of Larisa Wendfeldt, MA LMFT and consent to therapy in the terms described above. (For clients under the age of 13, consent must be given and this form must be signed by either a parent or legal guardian).

You are not liable for any fees or charges for services rendered prior to receipt of this
disclosure statement.

Print Name: __________________________________________  Date: __________________
(Parent/guardian if client is under 13 years old)

Client Signature: _______________________________________ 

Print Name: __________________________________________  Date: __________________
(2nd client, if applicable)

Client Signature: _______________________________________ 


Therapist Signature: ___________________________________Date: __________________
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