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Mandatory Disclosure Form
Colorado   law   requires   that   all   psychotherapists   and   counselors   make   the   following 
written information available to all clients.   If you have any questions or concerns after 
reading the following, you can discuss them with me at any time.

The   practice   of   both   licensed   and   unlicensed   psychotherapists   is   regulated   by   the 
Colorado   State   Department   of   Regulatory   Agencies.     Any   questions,   concerns,   or 
complaints regarding the practice of mental health may be directed to the State Board:

Department of Regulatory Agencies
Colorado Mental Health Section

1560 Broadway, Suite 1370
Denver, CO 80202

303­894­7766

You are entitled to receive information about methods of therapy, the techniques used, 
the duration of therapy, if known, and the fee structures.

You may seek a second opinion from another therapist or may terminate therapy at any 
time.

You   should   also   understand   that   information   provided   by   you   during   therapy   is 
confidential   and   can   be   released   only   with   your   consent   and   knowledge,   except   in 
situations where legal demands take precedence.  Such situations include:

If a judge in a court of law orders me to reveal information, I am obligated to 
comply.

If you or your child reveal information involving child abuse or your intent to 
harm yourself or another, I am required by law to report that information to the 
appropriate authorities. 



The fee for therapy is to be established by Elyn Tromey and set at:____ for a sixty minute 
session,  and ____ for a ninety minute session.   All clients are expected to keep their 
appointments.  If a client cannot keep an appointment, s/he must cancel at least 24 hours 
prior to the session, or a full session payment will be required.

Client Signature:__________________________________________ Date:__________
Therapist Signature:_______________________________________ Date:__________


