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Client Information and Policy Statement 

I have compiled a summary of your rights and my responsibilities–some of which are dictated by the 
State of Colorado.  Please read them carefully and mention any questions or concerns you may have. 

I have received a Ph.D. from Western Institute of Social Research (WISR) in Higher Education and 
Social Change in Berkeley, CA in 2001. I received a Masters degree in Agency Counseling from the 
University of Northern Colorado (UNC) in 1994.  My undergraduate work was completed at Wittenberg 
University in Springfield, OH in 1976.  I have been practicing as a psychotherapist since 1997. I have 
completed a one year training in PACT Couples Psychotherapy training with Stan Tatkin, Ph.D. in 2011, a 
psychobiological approach which blends mind, body, and attachment theories. I have also completed a 
three-year training in 1991 in Somatic Experiencing (SE), a trauma resolution model developed by Peter 
Levine Ph.D. I am certified as a practitioner of SE (SEP). I have been teaching Somatic Experiencing 
worldwide starting in 1995 until present and I am currently a Senior Faculty member with Somatic 
Experiencing Training Institute (SETI). In 2005, I developed the Dynamic Attachment Re-Patterning 
Experience (DARe) which is a psychobiological Somatic Attachment therapy. As President of DLM and 
Associates. P. C. dba as Trauma Solutions, I travel extensively to teach Healing Early Attachment Wounds, 
Creating Healthy Adult Relationships and other DARe modules to train professionals in this model. I am 
licensed in the state of Colorado as a Licensed Professional Counselor (LPC #1491). 

The practice of licensed or registered persons in the field of psychotherapy is regulated by the Mental 
Health Licensing Section of the Division of Registrations.  The Board of Examiners for Licensed 
Professional Counselors is located at 1560 Broadway, Suite 1350, Denver, Colorado 80202, (303 894 
7800). The state of Colorado requires that I list the requirements for different types of mental health 
professionals. Licensed Professional Counselors, Licensed Clinical Social Workers and Licensed Marriage 
and Family Therapists must hold a masters degree in their profession and have two years of post-masters 
supervision.  A Licensed Psychologist must hold a doctorate degree in psychology and have one year of 
post doctoral supervision. A Licensed Social Worker must hold a degree in social work.  A psychologist 
candidate, a marriage and family therapist candidate and a licensed professional counselor candidate must 
hold the necessary licensing degree and be in the process of completing the required supervision for 
licensure.  A certified Addiction Counselor I ( CAC I) must be a high school graduate and complete 
required training hours and 1000 hours of supervised experience. A CAC II must complete additional 
required training hours and 2000 hours of supervised experience.  A CAC III must have a bachelor’s 
degree in behavioral health and complete additional required training hours and 2000 hours of supervised 
experience.  A Licensed Addiction Counselor must have a clinical masters degree and meet the CAC III 
requirements.  A registered psychotherapist is registered with the State Board of Registered 
Psychotherapists. No degree, training or experience is required of them. 
Client Rights 

You are entitled to receive information from me about my methods of therapy, the techniques I use 
and the duration of your therapy.  Please ask if you would like to receive this information. You are entitled 
to seek a second opinion at any time. You may terminate psychotherapy at any time. However I have found 
that a conclusion session is very valuable at that time. In order to keep our relationship professional please 
do not give me gifts. 

If you are involved in divorce or custody litigation, my role as a therapist is not to make 
recommendations to the court concerning custody or parenting issues.  By signing this disclosure 
statement, you agree not to subpoena me to court for testimony or for disclosure of treatment information 
in such litigation, and you agree not to request that I write any reports to the court or to your attorney 
making recommendations concerning custody. The court can appoint professionals who have no prior 
relationship with family members to conduct an investigation or evaluation and to make recommendations 
to the court concerning parental responsibilities or parenting time in the best interests of the family’s 
children. 
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Under Colorado law, C.R.S. § 14-10-123.8, parents have the right to access mental health treatment 
information concerning their minor children unless the court has restricted access to this information.  If 
you request treatment information I may provide you with a treatment summary in compliance with 
Colorado Law and HIPAA standards.  For reports in addition to insurance statements I charge at my hourly 
rate. 

Our sessions are strictly confidential.  I do meet regularly with other psychotherapists to consult 
about treatment issues. Clients’ names are not disclosed.  These experts also are bound to protect clients’ 
confidentiality. In a professional relationship such as ours sexual intimacy is never appropriate.  If sexual 
intimacy does occur between a therapist and a client, it should be reported to the Department of Regulatory 
Agencies. 
The following are exceptions to client confidentiality: 

1. I am required to report any threat of imminent physical harm by a client to law enforcement and to the
person (s) threatened.

2. I am required to initiate a mental health evaluation of a client who is imminently dangerous to self or
others, or who is gravely disabled as a result of a mental disorder.

3. If there is reason to believe that child abuse or neglect has occurred, I am required to report it to Social
Services for their investigation. I am required to report abuse that happened in the past when the client is 18
years of age or older if the abuser is currently in a position of trust with children.

4. I am required to report any suspected threat to national security to federal officials.
5. I may be required by Court Order to disclose treatment information. Often it is required that I release

information in legal suits.

DISCLOSURE REGARDING DIVORCE AND CUSTODY LITIGATION
If you are involved in divorce or custody litigation, my role as a therapist is not to make recommendations
to the court concerning custody or parenting issues.  By signing this Disclosure Statement, you agree not to
subpoena me to court for testimony or for disclosure of treatment information in such litigation; and you
agree not to request that I write any reports to the court or to your attorney, making recommendations
concerning custody.  The court can appoint professionals, who have no prior relationship with family
members, to conduct an investigation or evaluation and to make recommendations to the court concerning
parental responsibilities or parenting time in the best interests of the family’s children.

I have read the preceding information and understand my rights as a client/patient.  I also
acknowledge that I have received a copy of this Disclosure Statement.

_________________________________  ________________________ 
Client Signature/Legal Representative Date 

_______________________________           ________________________  
 Therapist             Date 
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 Policies 
A session can be 45 or 60 or 90 minutes long. Sessions are usually longer for couples’ therapy and under 
certain conditions. We will mutually decide the amount of time that is better for you. If you are unable to 
keep an appointment I request forty-eight hours’ notice.  Without that I charge in full for missed 
appointments.  Exceptions to this are inclement weather or sudden illness.  I suggest at least 60 minutes for 
our first meeting. At this time I will discuss with you how I would approach your concerns and you may 
ask whatever questions you have.  I feel it is important for a client to select a therapist who meets his/her 
needs. 

My services are covered by many insurance companies. I will provide you with an itemized bill on 
a general universal health claim form that you may submit to your insurance company.  This should be 
sufficient but if problems arise with reimbursement, please let me know.  However, responsibility for fee 
payment is the client’s. To reduce overhead and avoid additional charges I request that sessions be paid for 
each time we meet. You may pay with check, cash or any major credit card – Visa, MC, Am Express or 
Discover cards. 

My phone calls are answered by a confidential voice mail when I am unavailable. I will usually 
return your call within forty-eight hours during the week when I am in town. My schedule can be 
accessed on my home answering machine at 720-324-1544. You can also email me at 
dianepheller@gmail.com. If you have an emergency, please indicate that in your message and I will 
respond as soon as I can. Also contact my on call therapist SARA SWIFT at 720-373-2726 unless 
another therapist is listed on my confidential phone answering machine at 720-324-1544. However if 
it is a life-threatening emergency, please call 911 or go to your nearest hospital. Phone calls over five 
minutes are prorated at your hourly rate. 

I have read the above information, understand my rights as a client, and agree to I the policy terms.  I agree 
to pay the rate of __________ per _________________ session. I also acknowledge that I have received a 
copy of this disclosure. 
I give Diane Poole Heller permission to disclose to the psychotherapist on call for her information pertinent 
to my care when she determines that it is appropriate. And I give the on-call person permission to share 
with Diane Poole Heller information exchanged between me and that on-call therapist when a contact has 
been made in her absence.   _____________________________(initial) 

Client signature and date.  _____________________________________________________________________________ 

Therapist signature and date._____________________________________________________________________ 
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Diane Poole Heller. Ph.D. 
Colorado license # 1491 

743 Club Circle  *  Louisville, CO 80027 
USA Ph: 720-324-1544  *  Fax: 720-324-1544 

RELEASE OF MEDICAL INFORMATION AND RECORDS 

I,_______________________________________give Diane Poole Heller permission to 

communicate with my insurance company or other professionals listed here (list by 

name, phone, fax, email address and claim number as applicable 

_________________________________________________________________________

_________________________________________________________________________ 

_________________________________________________________________________

_________________________________________________________________________

________ regarding my symptoms and treatment and for that same insurance 

company/ entity or professional to communicate about my symptoms and treatment to 

Diane Poole Heller for the period of one year starting from this date:______________ 

Signed by client or guardian 

________________________________Date__________________ 

Signed by witness  

_________________________________Date__________________ 
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