
Philip R. Bennett, Psy.D., LLC 
Licensed Clinical Psychologist 

10 Boulder Crescent, Suite 203A 
Colorado Springs, CO 80903 

(719) 440-2330 

Mandatory Disclosure Statement & Informed Consent 

Educational Background 

2005 M.Div. 
 Fuller, Pasadena, California 
  
1999 Postdoctoral Fellow 
 University of Colorado Health Sciences Center; Denver, Colorado 
 Infant Mental Health and Young Child Development 

1998 Doctorate of Psychology; Clinical Psychology 
 Fuller; Pasadena, California 
 Graduate School of Psychology; APA Approved Degree Program 

1998 APA Approved Internship 
 Morrison Center, Child and Family Services; Portland, Oregon 
 Specialization in Clinical Child Psychology 

1993 to 1995 M.A. Psychology 
 Fuller; Pasadena, California 
 Graduate School of Psychology  

Licensure 

June 2002 State of Colorado 
 Licensed Clinical Psychologist #2622 
September 1999 State of Nebraska 
 Licensed Clinical Psychologist #503 (inactive as of 1/2003) 

  
Confidentiality 

Generally speaking, any information disclosed is privileged communication and cannot be redisclosed in any 
court of competent jurisdiction in the State of Colorado without the consent of the person to whom the testimony 
sought relates.  In other words, as a psychologist I typically cannot be forced to disclose information without your 
consent. 

The following are exceptions to this privileged information: 
If an insurance company is used to help pay for my services, they will require that I provide them with 
information regarding diagnosis, treatment, progress, etc.  While they are required by law to keep this information 
confidential, utilizing them as a payor allows them entrance into the therapeutic process.  I am committed to 
providing them with smallest amount of information possible to satisfy their needs. 
I am required by law to report suspected child abuse. 
I am required by law to keep you safe if you are feeling suicidal, and if we are unable to work out a plan that 
assures your safety I will need to break confidentiality. 
I am required by law to report any homicidal behaviors, in which you reveal by name an intended victim. 
If there is a non-custodial parent they may have a right to review their child’s records. 
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If information is subpoenaed to court I will attempt to contact you about the subpoena.  However, even if you 
oppose the release of information, a court may nevertheless require compliance with the subpoena. 

Other exceptions to confidentiality are listed in the Colorado Statutes (C.R.S. 12-43-218), and in the Notice of 
Privacy Practices (page 4 of this form). You should note that provisions concerning confidential communications 
do not apply to any delinquency or criminal proceedings, except as provided in section 13-90-107 C.R.S. 

Client Rights 

The Colorado Department of Regulatory Agencies, Mental Health Section, has the general responsibility of 
regulating the practice of licensed psychologists.  The Board of Psychologist Examiners can be reached at:   
1560 Broadway, Suite #1370, Denver, Colorado, 80202, (303) 894-7800.   

As a client you are entitled to: 
1) Receive information about methods of therapy, techniques, duration of therapy (if I can determine it), and fee 

structures.   
2) Seek a second opinion or terminate therapy at any time. 
3) In a professional relationship, sexual intimacy is never appropriate and should be reported to the board which 

licenses, registers, or certifies the licensee, registrant or certificate holder. 

Emergency or Crisis Situations 

I will check my voice mail on a regular basis, but I do not provide emergency mental health services.  In the event 
of a crisis situation, where you feel like hurting either yourself or someone else, it is your responsibility to call the 
crisis line at 635-7000, or Penrose Hospital Trauma and Emergency Center at (719) 776-5333 and ask for help.  If 
you reside outside the area, or if you prefer to do so, you may also call emergency services at 911, or proceed to 
the nearest emergency room.  Although I do not provide crisis services, I would like to provide support during a 
crisis, and you may leave me a non-emergency message at (719) 440-2330.     

Scheduling and Client Responsibilities 

Sessions will typically start on the hour and run for 45-50 minutes. 

As a client I understand that it is my responsibility to: 
• Keep or cancel appointments within 24 hours of my scheduled time to avoid charges 
• Pay my fees each session unless other arrangements have been made 
• Provide up to date insurance information, or information regarding any changes at my next session 
• Notify you of any changes in address, telephone numbers, or other pertinent personal information 

Explanation of the Levels of Licensure 

Concerning the regulatory requirements applicable to mental health professionals: 
• a licensed Clinical Social Worker, Marriage and Family Therapist, and Professional Counselor must hold a masters degree in their 

profession and have two years of post-masters supervision; they must each hold respective degrees in their field of study 
• a licensed Psychologist must hold a doctorate degree in Psychology and have one year of post-doctoral supervision 
• if someone is a ‘Candidate’ in a particular field of study they hold the necessary licensing degree and yet are still in the process of 

obtaining the required supervision for licensure 
• A Certified Addiction Counselor I (CAC I) must be a high school graduate, complete required training hours, and have 1,000 hours of 

supervised experience; a CAC II must have additional training hours and 2,000 hours of supervised experience; a CAC III holds a 
bachelors degree in behavioral health, completes additional training hours, and 2,000 hours of supervised experience; a licensed 
Addiction Counselor has a clinical masters degree and meets CAC III requirements 

• A Registered Psychotherapist is registered with the State Board of Registered Psychotherapists, but is not licensed or certified, and no 
degree, training, or experience is required 
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I have read pages 1 to 2 of this form, have had an opportunity to ask questions, and have been given the 
information verbally as well.  I fully understand its contents, my client rights, accept any stated limitations, 
and understand I can print a copy for my own records if I desire to do so from Dr. Bennett’s website. 
    
Signature___________________________________ Date____________ 

Signature___________________________________ Date____________ 

CONSENT TO TREAT A MINOR 

In order to provide psychological treatment to a child / adolescent under 18 years of age it is necessary to obtain 
permission for this care from the legal guardian.  I, ______________________________________________ , 
testify that I am the parent / legal guardian of _______________________________________________ , and I 
give my consent to Philip R. Bennett, Psy.D. to provide services to the above named child and any other members 
of the household who may be asked to participate in treatment. 

Signature___________________________________ Date__________ 

Signature___________________________________ Date__________ 
  

Please review 
NOTICE OF PRIVACY PRACTICES 

on the following page 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MENTAL HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

Each time you visit a hospital, physician, or other healthcare provider, a record of you visit is made.  Typically, this record 
contains your symptoms, examination and test results, diagnosis, treatment, a plan for future care or treatment, and/or billing 
information.  This notice applies to all of the records of your treatment generated by this practice and made by Dr. Bennett. 

My Responsibilities 

I am required by law to maintain the privacy of your mental health information and provide you with a description of these 
privacy practices.  I will abide by the terms of this notice and notify you if I cannot agree to a requested restriction.  I will 
accommodate reasonable requests you may have to communicate health information by alternative means or to other 
healthcare providers. 

How I may use and disclose Medical Information about you. 

Generally speaking, the information provided by and to a client during therapy sessions is legally confidential if the therapist 
is a licensed psychologist.  Dr. Bennett may consult with other experts regarding treatment issues in your case without giving 
any identifying information.  The information provided by you during therapy is legally confidential except as required by 
law.  Exceptions to confidentiality include those listed in the ‘Mandatory Disclosure Statement’ discussed with you in the first 
session.  Other exceptions can be found in the Colorado Statutes (Sect. 12-43-218), C.R.S. [1988]).  You should be aware that 
except in the case of information given to a licensed psychologist, such as myself, legal confidentiality does not apply in a 
criminal or delinquency proceeding. 

For Payment:  I may use and disclose medical information about your treatment and services in order to bill and collect 
payment from you, your insurance company, or third party payer.  Mental Health clients may be able to restrict the 
information provided to your insurance company. 

Business Associate:  I generally do my own billing but may utilize Barbara Bennett for billing services.  When these services 
are used, I disclose only information which is necessary for the completion of the billing process, whether billing yourself, 
your insurance company, or your third-party payer for services rendered.  She may utilize internet, fax, and / or U.S. Postal 
services for billing purposes.  To protect your health information this associate is also required to appropriately safeguard 
your information.   

Health Information Rights: These were reviewed in the ‘Mandatory Disclosure Statement’ during your first session. 

Electronic Transmissions: I understand that if I elect to use transmissions such as email, Skype, etc. (transactions which 
occur over the internet) Dr. Bennett is not able to control who may be able to access these communications as they occur over 
the internet. If I elect to utilize these modes of communication I acknowledge and accept the risks to my privacy which may 
possibly accompany their use. 

Other Uses of Medical Information: Uses not covered by this notice or the laws that apply to me will be made only with 
your written permission.  If you provide me with permission to use or disclose medical information about you, you may 
revoke that permission, in writing, at any time.  If you revoke your permission, I will no longer use or disclose medical 
information about you for the reasons covered by your written authorization.  You need to understand that I am unable to take 
back any disclosures I have already made with your permission, and that I am required to retain my records of treatment that I 
provided to you for a period of 7 years or as otherwise indicated by state law. 

Privacy Official 
Dr. Phil Bennett 

Signature___________________________________ Date__________
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