STEVEN A. LAZARUS, Psy.D., INC.
8 WEST DRY CREEK CIRCLE, #205
LITTLETON, CO 80120 (303) 267-2194

DISCLOSURE STATEMENT

In seeking the services of a Psychologist, you have certain legal rights. This document
includes information that I am required to inform you of in advance of treatment. This
includes my professional credentials, your rights, and grievance procedures.

Education and training: Doctor of Psychology (Psy.D.): University of Denver, (2002), Master
of Arts in Clinical Psychology: University of Colorado, Denver (1994). Bachelor of Arts in
Psychology: University of Colorado, Boulder (1989). I am also a Licensed Psychologist
(License # 2932) and a Licensed Professional Counselor (License # 1625). I am a member of
the American Psychological Association and the Colorado Psychological Association.

The Colorado Department of Regulatory Agencies has the general responsibility of
regulating the practice of licensed psychologists and licensed professional counselors who
practice psychotherapy. The agency within the Department that has responsibility
specifically for licensed psychotherapists is the State Grievance Board. They are located at
1560 Broadway, Suite 1430, Denver, Colorado, 80202. Phone: (303) 894-7766.

As a client, you are entitled to receive information about my methods of therapy, the
techniques I use, the duration of your therapy (if it can be determined), and my fee structure.

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

In a professional relationship, sexual intimacy is never appropriate, is illegal, and should be
reported to the State Grievance Board at the address and phone number provided above.

The information that you provide during therapy is legally confidential. All information
will be kept confidential unless you give me permission in writing to release information
about you. However, there are several exceptions that are mandated by law. State law
requires that I report to the proper authorities any intent to harm yourself, homicide or
threats to the safety of others, or any information regarding child abuse or suspected abuse
and /or neglect.

There may be times when I may need to consult with a colleague or another mental health
professional about issues raised by clients in therapy. Client confidentiality is still protected
during consultation by the psychotherapist consulted.
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Steven A. Lazarus, Psy.D., Inc. is in the independent practice of psychotherapy. Although
he shares office space with other practitioners including: Dr. Alicia Gauthier, Psy.D., their
practices of psychotherapy are separate and independent. Their practices are not connected,
they are not in partnership together, they are not practicing in association with one another,
and they do not supervise or monitor each others work. Steven A. Lazarus, Psy.D., Inc. and
his practice has no relationship to the other practitioners. By signing this disclosure
statement, you agree to not hold any other party liable for your treatment.

The initial intake session is ($235). Family and Couples therapy (1 hour) is charged at ($235).
Individual 45 minutes sessions are ($185). Psychological assessment and report writing
services are charged at $235/hour. You are expected to pay your bill and/ or co-pay at the
time of service. In the event of a canceled or missed session, you will be charged unless I am
notified at least 24 hours in advance of the scheduled session.

Should you require telephone support, you will be charged for any time over five minutes
on a prorated basis. I also charge for any written reports or letters that you request I write
(for example: for courts, social services, schools, etc.)

If you become involved in legal proceedings that require Dr. Steven A. Lazarus, Psy.’s
participation, during or after the time you receive therapy or other clinical services, you
agree to pay $500 per hour for all time spent by a Dr. Steven A. Lazarus, Psy.D., on the legal
matter, including but not limited to: responding to subpoenas issued by any party involved
in the legal matter, preparation related to the legal matter, phone calls, travel time to and
from hearings or depositions, time testifying, time spent waiting to be called for testimony,
and any other time spent by Dr. Steven A. Lazarus, Psy.D., Inc.,, related to the legal matter.
In addition, involving Dr. Steven A. Lazarus, Psy.D. in legal matters will result in
termination of therapy unless it has been agreed to by all parties in advance.

Note: Dr. Steven A. Lazarus, Psy.D., does not accept insurance for payment, nor does he
directly bill insurance companies. However, at your written request, He will provide you
with a detailed invoice that you can submit to your insurance company. This invoice will
have all relevant information about diagnosis(es) and billing code(s). Some insurance
companies reimburse clients for services and some do not. Some conditions for which
people seek psychological services do not qualify for reimbursement. If a qualifying
diagnosis is appropriate in your case, we will inform you of the diagnosis we plan to render.
Please be aware that any diagnosis you choose to share with your insurance company will
become part of your insurance record. If you choose to request reimbursement from your
insurance provider, please request they reimburse you directly and do not assign any
insurance copayment to Dr. Steven A. Lazarus, Psy.D., Inc.
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Dr. Steven Lazarus provides non-emergency psychotherapeutic services by scheduled
appointment. If Dr. Steven Lazarus believes your psychotherapeutic issues are above his
level of competence, or outside of his scope of practice, he is legally required to consult,
refer, or terminate treatment. If, for any reason, you are unable to contact me by telephone
and you are having a true emergency, please call 911, or proceed to the nearest hospital
emergency room.

I hereby acknowledge that I have received the provider’s Notice of Privacy Rights.
If you should need additional information or clarification about the information we have
just gone over, please feel free to ask me now or at any time in the future.

I have read the above information and understand my rights as a client. By signing this
disclosure statement, I understand and agree to all the terms discussed above.

Client/ (Parent) Signature Date

Client/ (Parent) Signature Date

Steven A. Lazarus, Psy.D., L.P.C. Date
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Request/Authorization to Release Confidential Records and Information

| hereby authorize this person or facility:

Address: Phone: ( ) -
To release information from records about , DOB: [
Social Security Number: - - , for the following purpose(s):

[0 Further mental health evaluation, treatment, or care
[0 Rehabilitation program development or services

[J Treatment planning

[J Research

[ Other:

These records concern the time between and .
The information to be disclosed is marked by an X in the boxes below, and the items not to be released have a
line drawn through them. Page numbers are indicated when appropriate.

] Intake and discharge summaries [0 Medical history / evaluation(s) [1 Mental health evaluations
[ Developmental and/or social history [ Educational records ] Other:
[0 Progress notes, and treatment or closing summary

Select only one:

U This release authorizes Steven A. Lazarus and the above person or facility to exchange information.
U Please forward the records to the address in the letterhead at the top of this form.

[1 Please forward the records to the address written above.

HIV-related information and drug and alcohol information contained in these records will be released under this
consent unless indicated here: [ Do not release.

This disclosure is for the purpose of (1 Treatment, O Payment, O Operations, 0 The release of
Psychotherapy Notes, or (1 Other. If “the release of Psychotherapy Notes” or “Other” is checked, regardless
of whether additional purposes are also checked, this form is a HIPAA compliant Authorization. As such, the
Practitioner may not condition treatment, payment, enroliment in a health plan, or eligibility for health plan
benefits on your signing this Authorization. Also, if this is an Authorization, the practitioner must provide you
with a copy.

| have had explained to me and fully understand this request/authorization to release records and information,
including the nature of the records, their contents, and the consequences and implications of their release. This
request is entirely voluntary on my part. | understand that | may revoke this consent at any time within 1 year,
except to the extent that action based on this consent has already been taken. This consent will expire
automatically after 1 year from the date on which it is signed, or upon fulfillment of the purposes stated above.

Signature of client Printed name Date

Signature of parent/ guardian/representative Printed name Relationship Date

OThe person was physically unable to provide a signature.
| witnessed that the person understood the nature of this request/authorization and freely gave their consent.

Signature of witness Steven A. Lazarus, Psy.D., L.P.C. Date
[1 Copy for patient or parent/guardian [1 Copy for source of records ' Copy for recipient of records
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Request/Authorization to Release Confidential Records and Information

| hereby authorize this person or facility:

Address: Phone: ( ) -
To release information from records about , DOB: [
Social Security Number: - - , for the following purpose(s):

[0 Further mental health evaluation, treatment, or care
[0 Rehabilitation program development or services

[J Treatment planning

[J Research

[ Other:

These records concern the time between and .
The information to be disclosed is marked by an X in the boxes below, and the items not to be released have a
line drawn through them. Page numbers are indicated when appropriate.

] Intake and discharge summaries [0 Medical history / evaluation(s) [1 Mental health evaluations
[ Developmental and/or social history [ Educational records ] Other:
[0 Progress notes, and treatment or closing summary

Select only one:

U This release authorizes Steven A. Lazarus and the above person or facility to exchange information.
U Please forward the records to the address in the letterhead at the top of this form.

[1 Please forward the records to the address written above.

HIV-related information and drug and alcohol information contained in these records will be released under this
consent unless indicated here: [ Do not release.

This disclosure is for the purpose of (1 Treatment, O Payment, O Operations, 0 The release of
Psychotherapy Notes, or (1 Other. If “the release of Psychotherapy Notes” or “Other” is checked, regardless
of whether additional purposes are also checked, this form is a HIPAA compliant Authorization. As such, the
Practitioner may not condition treatment, payment, enroliment in a health plan, or eligibility for health plan
benefits on your signing this Authorization. Also, if this is an Authorization, the practitioner must provide you
with a copy.

| have had explained to me and fully understand this request/authorization to release records and information,
including the nature of the records, their contents, and the consequences and implications of their release. This
request is entirely voluntary on my part. | understand that | may revoke this consent at any time within 1 year,
except to the extent that action based on this consent has already been taken. This consent will expire
automatically after 1 year from the date on which it is signed, or upon fulfillment of the purposes stated above.

Signature of client Printed name Date

Signature of parent/ guardian/representative Printed name Relationship Date

OThe person was physically unable to provide a signature.
| witnessed that the person understood the nature of this request/authorization and freely gave their consent.

Signature of witness Steven A. Lazarus, Psy.D., L.P.C. Date
[1 Copy for patient or parent/guardian [1 Copy for source of records ' Copy for recipient of records
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INTAKE ASSESSMENT

Client I.D. #: Client Last Name First Name M.IL Assessment Date:

Brief Identifying Data:

Presenting Problem/History of Current Situation:

Brief Psychiatric History/Treatment:

Substance Abuse Information: (Substance Used & Amount, Frequency & Duration, Hx of Detox & Treatment)

Medical Problems:

Current Medications:

Prescribing Physician:
Treatment Requested:

Oindividual DFamilyD Couples Oconsultation Ocase management
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Client Name:

Presentation/Appearance: (Circle all that apply)

Facial Expression: OlFlat Affect Olangry UClChanging (1Sad OlHappy

Posture: [Tense [Erect [Relaxed

Physical Appearance: [Eccentric CDirty ClUntidy [INeat

Physical Activity: [1Under-active ~ [_1Normal [1Over-active [1Hyper-active

Speech: Ounder-tatkative [Normal over-talkative Hours per night

Sleep: Cinsomnia CNormal [lOver-Sieeping [ INightmares/ Night Terrors
PM: AM:

Eating: OlUnder-eating  [INormal Clover-Eating

Mood: [Stable [Labile DEuthymic

Orientation/Cognitive Processes:

ClEuphoric  [1Dysphoric

|:|Angry (|:|Mild OModerate DSevere)

Client knows who he/she is: [dYes [(INo Client knows where he/she is: [ ]Yes Cvo
Client knows the date: |:|Yes |:|No Short-term memory is intact: |:| Yes |:|No
Long-term memory is intact: Yes [INo Able to focus attention: [(dYes CINo
Maintain concentration: [(dYes [INo Thoughts organized: [Yes CINo
Degree of disorganization: [JSevere Owmitd [CINone
Thought Process/Content:
Hallucinations: [_|None Ovisual DAuditoU/ Oractile O Olfactory
Delusions: [CINone (dGrandiose OpParancid [dSomatic DReligious (Sexual
OExternal Control |:|Reference Or hought Broadcasting Or hought Insertion
Or hought Withdrawal CnNihilistic DPersecutory
Form of Thought: [_Organized [Loose Associations UPerseveration ClPoverty of Speech
Ul Tangentiality OlFlight of Ideas [Neologisms Olincoherence
Intellectual Functioning:
Insight: [dPoor CFair [(1Good
Judgment: Ulimpaired Climpulsive [l4ppropriate for ADLs/Personal Safety Clmtact
Intellectual Level: [ |Low OlLow Average  [JAverage UlHigh Average OlHigh
Does client recognize and identify problem?: CINo  [1Moderate [(Yes
Does client understand situational variables related to problem?: [ INo  [1Moderate [(Yes
Does client have the ability to develop coping strategies?: CINo ClModerate [Yes
GRAVELY DISABLED due to Major Mental Illness: [Yes [INo

VIOLENCE RISK - (Check All That Apply)

Homicidal Ideation:

Threats:

Hx of Violence:
Plan:

Access to Weapon:
Paranoia:
Substance Abuse:

Target of Threats:

Oooodgddon

Target Notification:

Risk Level: Low Medium High

SUICIDE RISK - (Check All That Apply)

Suicidal Ideation:

Plan:

Means:
Opportunity:
Impulsivity:
Prior Attempts:
Family Hx:

Ooooggdd

Support System:
Willingness To Contract For Safety: [ ves

|:|N0

Risk Level: Low Medium High
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Client Name:

Client Strengths:

Family History: (/nclude Mental Illness / Substance Abuse)

Interpersonal Relationships:

Current or History of Physical/Sexual Abuse:

Educational History:

Legal Problems/History:



Client Name:

STEVEN A. LAZARUS, Psy.D., INC.

8 WEST DRY CREEK CIRCLE, #205
LITTLETON, CO 80120 (303) 267-2194

Developmental Issues:

Work History/Vocational Needs:

Military History:

Cultural/Religious:

Client Assessment Summary:

DSM Diagnosis:
Axis I: Code:

Diagnostic Criteria:

Axis I: (Secondary)

Diagnostic Criteria:

Axis II: Code:

Diagnostic Criteria:

Axis III:

Axis IV: (circle)

Problems with primary support group:

Educational problems:

Housing problems:

Problems with access to health care services:

Oves
Oves
|:| Yes
|:| Yes

Other psychosocial and environmental problems:[]Yes

Axis V: (Current GAF):

CnNo
CnNo
|:|No
|:|No
|:|No

Problems related to the social environment: Oves [ONo
Occupational problems: Oves [ONo
Economic problems: [Ives [No

Problems related to interaction with the legal system:[ ] Yes[_|No

Steven A. Lazarus, Psy.D., LPC

Licensed Psychologist

Date



