
 
NANETTE FLOYD PATTERSON, MA, LPC 

 
CONSENT FOR ASSESSMENT, TREATMENT, AND/OR OTHER SERVICES 

 
Individual’s Name:  ________________________________________________             MR#:  __________________ 
Insurance #:  ______________________________________________________            DOB:  __________________ 
 
I,    (consumer/parent/legally responsible person), give my 
consent for The Seed Planter Coaching & Counseling, PLLC/Nanette Floyd Patterson to provide assessment, treatment and/or other 
services for the above named consumer. I reserve the right to withdraw consent at any time. I also reserve the right to refuse, at 
any time, any services offered to me. 
 
If treatment is refused, the qualified professional shall determine whether treatment in some other modality is possible. If all 
modalities are refused, the voluntarily admitted consumer may be discharged.  
 
A minor may seek and receive periodic services from a physician without parental consent for the prevention, diagnosis and 
treatment of (1) venereal disease and other diseases reportable under G.S. 130A-135, (2) pregnancy, (3) abuse of controlled 
substances or alcohol, and (4) emotional disturbance.   
 
In a medical or health emergency, I authorize the agency to administer first aid as needed and to contact: 
 
                           
Name                                          Relationship          Telephone Number 
 
Additionally, in an emergency, a voluntarily admitted consumer may be administered treatment or medication, despite the 
consumer or the legally responsible person’s refusal, even if the consumer’s refusal is expressed in a valid advanced written 
instruction.  
 
I choose the following hospital, medical doctor, and dentist to provide services to me: 
 
                      
  Hospital Preference                                                   Address    Phone #  
                      
    Medical Doctor                         Address    Phone #   
                      
        Dentist          Address    Phone #   
 
If the above medical doctor or dentist cannot be reached, I give my permission to be seen and treated by a licensed physician or 
dentist or I may be taken to the nearest emergency room by ambulance if necessary. I will not hold this provider/agency 
accountable for these expenses.  
 
                      
Consumer or Legally Responsible Person Signature        Relationship to Consumer                Date 
 
                  
                             Witness Signature                      Date 
 
  
  



 
NANETTE FLOYD PATTERSON, MA, LPC 

 
 
CONSENT TO REQUEST PERSONAL AND MEDICAL INFORMATION (COMPLETE ONLY IF YOU WOULD LIKE FOR US TO SHARE 

INFORMATION WITH A PARTICULAR PARTY) 

Individual’s Name:  ________________________________________________             MR#:  __________________ 
Insurance #:  ______________________________________________________            DOB:  __________________ 
 
I, ______________________________________ hereby request and authorize ______________________________ to use or disclose my protected 
health information to __________________________________________________. 
         
Information released may be verbal, electronic, or written and allows for a reciprocal exchange of information. Released data may include records, 
treatment notes, and other information.  
 
Nature of records to be released: (Please initial beside each applicable document)  
  Admission Assessments       ______ Medications    Treatment Plans   Treatment Recommendations  
  Psychiatric Evaluations         _______ Psychological Evaluations    ______ Progress/Psychotherapy Notes     
  Discharge Summaries           _______ Aftercare Plans/Orders         __   Lab Results 
  Alcohol/Drug Treatment      ______ AIDS/HIV 
  Other:                
 
I understand the purpose of the disclosure/redisclosure will be used for: _____________________   

 
My signature below indicates that I understand what information will be released and the need for the information. I further understand that the 
information to be released may include information regarding drug and alcohol abuse or HIV infection, AIDS, or AIDS related conditions. This 
information shall be released only in accordance with NCGS §130A-143. In addition, information related to drug and alcohol abuse in my records is 
protected under federal regulations and cannot be released without my written consent unless otherwise provided in 42 CFR Part 2. Once 
information is disclosed pursuant to the signed authorization, I understand that the federal privacy law (45 CFR Part 164) protecting health 
information may not apply to recipient of the information and, therefore, may not prohibit the recipient from redisclosing it.  Other laws, however, 
may prohibit redisclosure.  When we disclose mental health, intellectual and developmental disabilities information protected by state law (G.S. 
122C) or substance abuse treatment information protected by federal law (42 CFR Part 2), we must inform the recipient that redisclosure is 
prohibited except as permitted or required by these two laws.  Our Notice of Privacy Practices describes the circumstances where disclosure is 
permitted or required by these laws.  This consent will expire on _____________________________ not more than 365 days from the date of 
signature.    
 
When this authorization is requested from the consumer, a copy of this signed release form shall be provided to the consumer or legally responsible 
person. The consumer authorizing the release of this information also may inspect or copy the health information disclosed as permitted by NCGS § 
122C-53(c). 

 
I understand that I may revoke this consent, in writing, at any time, except to the extent that action has been taken in reliance on the consent. If you 
choose to revoke this consent, The Seed Planter Coaching & Counseling, PLLC/Nanette Floyd Patterson will obtain a signature and make the 
appropriate adjustments.   
 
I understand that I may refuse to sign this release of information form.  I understand that The Seed Planter Coaching & Counseling, PLLC/Nanette 
Floyd Patterson may not condition treatment, payment, enrollment or eligibility for benefits if you refuse to sign the consent form.  
 
I understand that The Seed Planter Coaching & Counseling, PLLC/Nanette Floyd Patterson may charge a reasonable fee for copies of my medical 
records. 

                                   
 Minor Signature (required for SA)                                 Date 
                                     
 Signature of Individual /legally responsible person                                  Relationship                                    Date 

            

 
  

__________________________________________________________________                     __________________      
Signature of The Seed Planter Coaching & Counseling, PLLC                                                                            Date 

 



 
NANETTE FLOYD PATTERSON, MA, LPC 

 

 
      

CONSUMER ACKNOWLEDGEMENT OF 
24 Hour Crisis Coverage 

 
 
Individual’s Name:  ________________________________________________             MR#:  __________________ 
Insurance #:  ______________________________________________________            DOB:  __________________ 
 
In the event of a behavioral health crisis after business hours please call The Seed Planter Coaching & Counseling, PLLC/Nanette 
Floyd Patterson at 877-316-3082.   Crisis calls will be returned within 60 minutes.  In the event of a medical emergency, please call 
911 or have someone take you to your nearest emergency room.  
 
Should your provider not be available after business hours, you will be instructed to call:  
 

Pamela E. Williams, MS, LPC, LPCS 
NuMe Counseling and Consulting 

919-449-7059 
 
I acknowledge that I have received a copy of my provider’s 24 hour/ after-hours behavioral health crisis coverage 
number/information. I understand that this information indicates how to access support for after-hours behavioral health crises 
only. 

__________________________________________________                 _________________                                  
Signature of Consumer /Legally Responsible Person (Relationship)          Date 
 
__________________________________________________                 _________________ 
                                 Signature of Provider                                                                        Date 

                        
 
 

TRANSPORTATION AND EMERGENCY (IF I AM PROVIDING IN HOME COUNSELING) 

 
I, _______________________________________, give Nanette Floyd Patterson/The Seed Planter Coaching & Counseling, PLLC 
permission to drive my child(ren) in a vehicle that is properly insured when necessary. I give Nanette Floyd Patterson/The Seed 
Planter Coaching & Counseling, PLLC permission to contact the EMS if a medical emergency occurs.   
 
 

CHRISTIAN COUNSELING 
I, ______________________________________, understand that Nanette Floyd Patterson is a Christian Counselor who uses biblical 
and spiritual principles. I am clear that if I do not want Christian Counseling or the Bible mentioned to me that I am to inform her 
during the initial interaction. All individuals will be asked before treatment begins.  I understand that at no time will she push her 
Christian viewpoints on me. However, if I begin to feel I am being pressured at any level that I am to inform her immediately.  
 

__________________________________________________                 _________________                                  
Signature of Consumer /Legally Responsible Person (Relationship)          Date 
 
__________________________________________________                 _________________ 
                                 Signature of Provider                                                                        Date 
 



 
NANETTE FLOYD PATTERSON, MA, LPC 

 
FINANCIAL AGREEMENT/ RESPONSIBILITY 

 
Individual’s Name:  ________________________________________________             MR#:  __________________ 
Medicaid #:  ______________________________________________________            DOB:  __________________ 
 
_____ I hereby understand and unconditionally guarantee pre-payment to Nanette Floyd Patterson/The Seed Planter Coaching & 
Counseling, PLLC for all costs, charges and expenses incurred by said individual at this office, unless separate arrangements are 
agreed upon in writing (Does not apply to Medicaid or Health Choice).  Generally, we do not accept checks. However, if an 
arrangement is made to accept a check, I understand and agree to pay a service charge of $35.00 for any checks that are returned 
unpaid. I understand if the patient’s balance for services provided is not paid within thirty (30) days of billing date, the amount due 
will be deemed delinquent and a 5% late fee will be charged. No services will be rendered until balanced is paid. (Does not apply to 
Medicaid or Health Choice).  In the event legal action should become necessary to collect an unpaid balance due for services 
rendered to said patient, I agree to pay reasonable attorney’s fees or other such costs as the court determines proper (Does not 
apply to Medicaid or Health Choice).  I understand that tele-counseling requires pre-payment via PayPal and is not billed to an 
insurance carrier. (Does not apply to Medicaid or Health Choice).   
 
INSURANCE/MANAGED CARE/THIRD PARTY PAYMENT 
 
_____ I understand it is my responsibility to inform the office of any changes in my insurance, prior to the effective date of the 
change and accept financial responsibility for any office charges that were incurred prior to this date.  
 
_____If I have a third-party reimbursement, I understand it is only for the services they have agreed to cover. I understand that any 
additional services I desire are being provided outside this insurance arrangement, and I accept full financial responsibility for these 
services.  
 
I certify the following information to be accurate:  
 
_____No Third Party Payer.  I have no insurance, or request that no insurance claims be filed by the office. I will accept full financial 
responsibility for any services the office provides.  
 
_____Insurance/Out of Network, but No Contract. I have insurance/third party coverage with: 
________________________________.   I understand there is not a contract between this payer and the office for this provider’s 
services. I accept financial responsibility for my bill regardless of whatever action my insurer takes. I understand that The Seed 
Planter Coaching & Counseling, PLLC/Nanette Floyd Patterson will DOES NOT file claims with this carrier. I am clear that I will be 
given a receipt of services to file personally upon request.  
 
____Contract with Insurance/In-Network/Third Party.  I have insurance/third party coverage with:  
________________________________________________. I understand there is a contract between this payer and the office for 
this provider’s services. I accept responsibility for any deductibles and co-payments specified by this contract. I request that claims 
be filed with this carrier and authorize the office to provide whatever medical information is required by the carrier for the 
processing of the claim. I also assign benefits directly to the office. I accept financial responsibility for any services I desire that are 
not covered by my insurer.  
 

__________________________________________________                 _________________                                  
Signature of Consumer /Legally Responsible Person (Relationship)          Date 
 
__________________________________________________                 _________________ 
                                 Signature of Provider                                                                        Date 
 
 

 
 



 
NANETTE FLOYD PATTERSON, MA, LPC 

 
                                  

ACKNOWLEDGEMENT OF RECEIPT OF INDIVIDUAL’S RIGHTS 
 
Individual’s Name:  ________________________________________________             MR#:  __________________ 
Medicaid #:  ______________________________________________________            DOB:  __________________ 
 
The Seed Planter Coaching & Counseling, PLLC/Nanette Floyd Patterson’s Individual Right’s Policy which covers the following:  

• Your rights are guaranteed by law. 

• You have the right to a treatment plan. 

• You have the right to be informed about medications.   (The Seed Planter Coaching & Counseling, PLLC/Nanette Floyd 
Patterson, does not prescribe or administer medications)   

• You have the right to refuse treatment. 

• You have the right to treatment, including access to medical care and habilitation, regardless of age or degree of 
MH/IDD/SA disability. 

• You have the right to confidentiality. 

• You have the right to be informed of the rules. 

• You have the right to know your treatment costs.  

• You have the right to privacy. 

• You have the right not to be abused. 

• You have a special right if you have intellectual disabilities. 

• You have the right to make instructions for your treatment in advance. 

• You have the right to make a complaint. 

• You Have Certain Appeal Rights 

• You have the right to provider choice (See Provider Choice Form) 
 

 
By initialing below, I certify that I have reviewed and/or received a copy of the following documents: 
 
____________    Process for Obtaining a Copy of the Treatment Plan 
____________ Consent for Assessment, Treatment, and/or Other Services 
____________  Consent to Request Personal and Medical Information (ONLY NECESSARY IF YOU NEED TO GRANT OTHERS ACCESS   
                                TO YOUR INFORMATION) 
____________ Consumer Acknowledgement 24 Hour Behavioral Health Crisis Coverage 
____________  Notice of Privacy Practices 
 _____  Financial Agreement 
____________  Treatment Plan 
____________     Individual’s Rights 
____________     Verification of Provider Choice  
 
I, ______________________________, acknowledge and have received a copy of my right’s as a client of Nanette Floyd 
Patterson/The Seed Planter Coaching & Counseling, PLLC 
    ________________                        
Individual’s Signature                                                                                  Date 
     ____________                                   
Signature of consumer /legally responsible person                                                                              Date           
 
__________________________________________________                                 ______________________ 
The Seed Planter Coaching & Counseling, PLLC Representative                                                        Date  



 
NANETTE FLOYD PATTERSON, MA, LPC 

 
 
 

VERIFICATION OF PROVIDER CHOICE 

 
Individual’s Name:  ________________________________________________             MR#:  __________________ 
Medicaid #:  ______________________________________________________            DOB:  __________________ 

 
 

 
I, ___________________________________, am seeking services/treatment from this agency/professional. As the  

individual       parent  legal guardian, I have been informed of my right to select the provider of my choice based 

on the care that is needed from the person named above. I have research providers in the area. I fully understand that 

the choice is mine. 

 
I understand that I may elect to change providers at any time. 
 
I understand that this choice extends to physicians, nurses, and case managers as well as therapists and support care 
staff. 
 
I have reviewed the provider information and have selected the provider written below to provide services for me, my 
child, and/or my family. 
 
Provider(s):     The Seed Planter Coaching & Counseling, PLLC/ 
                                       Nanette Floyd Patterson, MA, LCMHC     - Phone #:  877-316-3082_______ 
   Other _____________________________ - Phone #: ___________________ 
                              Other _____________________________ - Phone #: ___________________ 
 
Services(s):    
 
  Psychological Evaluation        Outpatient Therapy        Consultation 
   Other: _____________________________ 
  
 
 

My signature confirms that I have reviewed the choices and have made the selection that I feel best suits the above 
named individual’s treatment needs: 
 

Individual/Parent/Legal Guardian Signature: 
  

Date: 
  

Staff Signature: 
 

Date: 

  
 

 

If signature is typed, please type beside it "Electronic Signature".



 
NANETTE FLOYD PATTERSON, MA, LPC 

 

 
 
 

TIMELY ACCESS TO CARE AND SERVICES 
 

EMERGENCY SERVICES: 

The Seed Planter Coaching & Counseling PLLC(TSPCC)  and its staff will provide face to-face emergency services within two hours 
after a request for emergency care is received by the Seed Planter and Coaching & Counseling, PLLC staff from the Prepaid Inpatient 
Health Plan (PIHP) or directly from an Enrollee; the TSPCC  must provide face-to-face emergency care immediately for life 
threatening emergencies; 

URGENT NEED SERVICES 

The Seed Planter Coaching & Counseling, PLLC (TSPCC) will provide initial face-to-face assessments and/or treatment within forty-
eight hours after the date and time a request for urgent care is received by TSPCC’s staff from the PIHP or directly from an Enrollee;  

ROUTINE NEED SERVICES 

The Seed Planter Coaching & Counseling, PLLC (TSPCC) will provide initial face-to-face assessments and/or treatment within fourteen 
(14) calendar days of the date a request for routine care is received by TSPCC’S staff from the PIHP or directly from an Enrollee. 

OFFICE WAIT TIME (SCHEDULED, WALK-INS AND EMERGENCY) 

The Seed Planter Coaching & Counseling, PLLC will the follow the following guide for office wait time: 

1. Sixty minutes after the appointed meeting time;  

2. Walk-Ins – within two hours after the Enrollee’s arrival. If that is not possible, staff must schedule an appointment for the next 
available day; 

 3. Emergencies – TSPCC will ensure that individuals seeking services are provided face-to-face emergency care within two hours 
after the request for care is initiated by PIHP or directly by the Enrollee; life threatening emergencies shall be managed immediately 

FACILITY ACCESSIBILITY: 
 
The Seed Planter Coaching & Counseling, PLLC will accommodate persons with physical or mental disabilities by given them the 
opportunity to have in home therapy session. Request to have in home therapy sessions must be made directly the therapist.  
 
I, ______________________________, acknowledge and have received Timely Access to Care and Services as an individual who 
receives services from Nanette Floyd Patterson/The Seed Planter Coaching & Counseling, PLLC. 
 

__________________________________________________                 _________________                                  
Signature of Consumer /Legally Responsible Person (Relationship)          Date 
 
__________________________________________________                 _________________ 
                                 Signature of Provider                                                                        Date 



 
NANETTE FLOYD PATTERSON, MA, LPC 

 
RECEIPT OF DISCLOSURE 

ACCEPTANCE OF TERMS 
 
I have received a copy of Nanette Floyd Patterson’ Professional Disclosure and agree to these terms and will abide by 
these guidelines. 
 
Client:  ___________________________________________________   Date: ___________ 
Counselor:  ________________________________________________   Date: ___________ 
 
 

LATE ARRIVAL AND 24-HOUR CANCELLATION POLICY 

 
I understand that if I am running late for my appointment, arriving more than 15 minutes from my appointment time 
that I will need to reschedule.  I also understand that failure to notify office of appointment cancellations and not 
rescheduling the same week where appointments are available will be subject to a $25 late notice fee.  
 
Client:  ___________________________________________________   Date: ___________ 
Counselor:  ________________________________________________   Date: ___________ 
 
 

CREDIT CARD AUTHORIZATION 

(ONLY IF YOU ARE USING CREDIT CARD AND YOU WOULD LIKE TO KEEP IT ON FILE) NOT 

FOR MEDICAID OR NC HEALTHCHOICE 

 
Your therapy minutes are important to us! Instead of taking time from your 50-minute session to process payment, we ask our 
clients to fill out this credit card authorization form. Your card will be billed for each session at the time of service or based on our 
pre-pay agreement and a receipt for payment will be emailed to you.  

 
CARDHOLDER INFORMATION  
NAME AS IT APPEARS ON CARD: ______________________________________ MasterCard/ Visa/AMEx  
CREDIT CARD NUMBER: _______________________________________ EXP. DATE: ________________ 
3 DIGIT SECURITY CODE ON BACK:  ___________________________ 3 DIGITS (4 IF USING AM EX): _____ 
BILLING ADDRESS: ________________________________________________ ZIP CODE: ____________ 
 
I authorize Nanette Floyd Patterson/The Seed Planter Coaching & Counseling, PLLC to charge this card for payment of my sessions. I 
understand my card will not be charged for any other services or products without my prior consent. No show and late cancelations 
fees may be charged.  

 
Signature: _________________________________________________ Date: _____________________ 

  



 
NANETTE FLOYD PATTERSON, MA, LPC 

 

 

Professional Disclosure Statement 

 

Nanette Floyd Patterson, MA, LCMHC   
4917 Professional Court, Ste. 200, Raleigh, NC  27609 877-316-3082 Tel/Fax 

www.The-Seed-Planter.com                                 
 

QUALIFICATIONS 
Bachelor of Arts (BA), Shaw University 1997  

Master of Arts (MA), NC Central University, 1999 

Licensed & Ordained Elder 2012 

Licensed Professional Counselor, NC Board of Licensed Professional Counselor, License No. 6931, since 2008 

Master HIScoach™, Certified DISC Facilitator 

 

COUNSELING BACKGROUND  
Over 15 years of counseling experience working with women, children and teenagers who have challenges in a variety of emotional 

issue.   I help women (both young and seasoned) to overcome anger, depression, stress, low self-esteem, anxiety and other emotion 

challenges in a non-judgmental manner.  I work with children and teens diagnosed with ADHD.  In addition, we provide both pre-

marital and marriage counseling/coaching.  

 

I use Cognitive Behavior Therapy (CBT), Misbelief Therapy and Christian-based principles.  Individuals do not have to be a 

Christian. Spiritual guidance is provided to those who seek spiritual growth. Christian views WILL NOT be forced on individuals. 

 

Counseling is provided in a comfortable, safe and confidential atmosphere in which to explore one’s issues or problems and work 

towards personal growth and healing. Counseling presents an opportunity to put things into perspective, remove obstacles and make 

healthy decisions that can lead towards restoration, reconciliation and healing. Counseling provided provides the platform to grow in 

all areas of one’s life: physical, mental, emotional and spiritual. Receiving counseling at The Seed Planter Coaching & Counseling 

(from Nanette Floyd Patterson) is an opportunity for healing and encouragement in a non-judgmental, non-denominational, and 

non-religious manner. 

 

SESSION FEES, LENGTH OF SERVICE AND PAYMENT POLICY 

 
Payment is expected at the time of service. Checks are not accepted but we do accept cash, VISA, Master Card, and American 

Express.    

 

We are part of Medicaid, NC Health Choice and Blue Cross and Blue Shield networks. For other insurance carriers, Nanette Floyd 

Patterson/The Seed Planter Coaching & Counseling is an out-of-network healthcare provider.  Basically, this means your insurance 

company will not reimburse us directly for your services. It is also possible they will pay a reduced amount, generally about 70% of 

what they deem to be reasonable and customary. You will need to check with your carrier directly. We do not file claims for 

individuals at this time.  We also accept private pays. 

 

The full fee is due at the time services are rendered unless I have a contract with your insurance company. If I have a contract with 

your insurance company, the co-payment is due at time of services after the deductible has been met.  

 

 

 

 

   (You Keep for Your Record) 



 
NANETTE FLOYD PATTERSON, MA, LPC 

 
FEE SCHEDULE (Ask about sliding scale) 

Initial Intake/Evaluation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $125   

Counseling 25-30 min . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . $  60 

Counseling 31-50 min . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . $  85 

Counseling 51+ min . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  $ 95   

Couple’s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $120 - $150 

No-Show . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  $  25 

Late-Cancellation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  $  25 

Coaching . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (TBD) 

Telephone, Video and/or Email Coaching/Counseling. . . . . . . . . . . . . . . . . . . . .  $75 

 

If individual is going to be more than 15 minutes late for their appointment, he/she must reschedule at another date and time.  

 

USE OF DIAGNOSIS 
Most insurance companies require a diagnosis of a mental-health or substance use disorder condition before they will agree to 

reimburse you. Some conditions for which people seek counseling do not qualify for reimbursement. If a qualifying diagnosis is 

appropriate in your case, I will inform you of the diagnosis before we submit the diagnosis to the health insurance company. Any 

diagnosis made will become part of your permanent insurance records. 

 
CONFIDENTIALITY 

The confidentiality of your personal health information is very important to us. We may use and disclose your personal information 

without authorization for the following purposes: abuse, neglect, domestic violence or court order. As required or permitted by law, 

we may disclose health information about you to a state or federal agency to report suspected abuse to self or others, neglect, domestic 

violence, or court order. If such a report is optional, we will use our professional judgment in deciding whether or not to make such a 

report. If feasible, we will inform you promptly that we have made such a disclosure.  

 

Please see “Notice of Privacy Practices” for more detailed information about confidentiality of service and records.  

 

COMPLAINTS  
 

Although clients are encouraged to discuss any concerns with me, you may file a complaint against me with the 
organization below should you feel I am in violation of any of these codes of ethics. I abide by the ACA Code of Ethics 
(http://www.counseling.org/Resources/aca-code-of-ethics.pdf). 
 

North Carolina Board of Licensed Professional Counselors  
P.O. Box 77819 

Greensboro, NC 27417 
Phone: 844-622-3572 or 336-217-6007 

Fax: 336-217-9450 
E-mail: Complaints@ncblpc.org  

 
KEEP DISCLOSURE FOR YOUR RECORDS 

http://www.counseling.org/Resources/aca-code-of-ethics.pdf
mailto:Complaints@ncblpc.org
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