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Disclosure Statement 
 

Alissa Mortenson Tyka, LMHCA 
3417 Evanston Ave N 

Seattle, WA 98103 
(425) 224-6584 

 
You have the right to choose a health care provider who best suits your needs. 
With that in mind, please read carefully the following disclosure information for 

counseling services. You have the right to refuse treatment. 
 
Credentials and training 
 
I am a Licensed Mental Health Counselor Associate in the State of Washington. 
My credential number is MC60644454. I received my Master of Arts in 
Counseling Psychology from the LIOS program of Saybrook University, Kirkland 
in 2015. My internship was at Southwest Youth & Family Services. I am currently 
working under the supervision of Mark J Goodman, State License Number 
LH00010410.  
 
Training in pursuit of my degree included practice in Structural Family Therapy, 
Cognitive Behavioral Therapy (CBT), Solution-Focused therapy, Bowen Family 
Therapy, and Narrative Therapy, among others. 
 
Since earning my degree, I have pursued and completed Intermediate-level 
training in Somatic Experiencing and Lifespan Integration modalities, as well as 
some training in Internal Family Systems counseling. 
 
Counseling Approach 
 
I approach counseling from a flexible place of best-fit. My preferred point of entry 
is the felt sensations of emotion, peace, and anxiety in the body. By exploring the 
physical information, we can often ‘crack open’ the story and get to the heart of 
the matter, identifying and re-wiring cognitive and emotional patterns at their root. 
In my experience, this approach reliably leads to full and lasting healing. 
 
In many cases, however, especially in the face of trauma experience, accessing 
the body’s reports can be an overwhelming place to start. If your experience falls 
in this category, we can approach the subject matter very gently, from a safe 
distance, until your comfort expands enough for us to dip our toes into felt 
sensation. I will ALWAYS seek to move at a pace that matches your comfort 
level. I believe this is important work that cannot be rushed. I welcome and 
encourage feedback on the pacing and effect of our sessions together, so that 
we can fine-tune a process that works best for you. 
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In addition to this work, we may discuss your challenges and strategies for 
handling difficulties in life situations and relationships. I will help you work to 
understand your own patterns and consciously decide on and implement new 
ways to approach old problems, if your current strategies aren’t working for you. 
 
With your consent I may suggest some “homework” between sessions such as 
specific journaling, meditations, or reading. This is always optional. Many find this 
additional work very helpful. 
 
Risks and Benefits 
 
Counseling can have benefits and risks. Since it often involves discussing 
unpleasant aspects of your life, you may experience uncomfortable feelings 
during our sessions, such as sadness, guilt, anger, frustration, loneliness, and 
helplessness. On the other hand, counseling has also been shown to have many 
benefits. It often leads to better relationships, it can provide solutions to specific 
problems, and there is often a significant reduction in feelings of emotional 
distress. 
 
Some patients need only a few sessions to achieve their goals, while others may 
benefit from long term counseling. We can discuss our plan, goals, and timing at 
our first session together, and revisit our expectations as therapy progresses. 
 
Counseling with me is not your only treatment option to relieve your distress. 
Other options you could choose include therapy with another counselor, other 
treatments like medication, or self-help resources. If working with me isn’t 
meeting your needs, I can help you identify other or additional things to try, 
including referrals to other counselors with different approaches. 
 
Concerns about Treatment Not Working or Unprofessional Behavior 
 
I encourage you to discuss any treatment concerns you have with me directly, as 
there may be changes we can make together to help your treatment proceed 
better. If you intend to discontinue therapy, please discuss it with me first. 
 
If you are concerned about my professional conduct, you may file a complaint 
with: 
Department of Health  
Health Professions Quality Assurance Division  
P.O. Box 47869 
Olympia, WA 98504-7869.  
 
Their telephone number is (360) 236-4700. 
 
Confidentiality 
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In addition to this document, you received my Notice of Privacy Practices, which 
described how I might use and disclose your health information. Examples of 
when I may disclose information about you is: To report suspected abuse of a 
child, a developmentally disabled person, or a vulnerable adult; to interrupt 
potential suicidal behavior; to intervene against threatened harm to another, 
which may include knowledge that a patient is HIV positive but a patient is 
unwilling to inform others with whom he/she is intimately involved; and if required 
by court order or other compulsory process. 
 
Disclosures may also be made if you sign a written authorization for me to 
release information to another person or agency, such as your physician. 
 
If you file a complaint with the Department of Health, the minimally necessary 
disclosures will be made to present the Department with the full picture. 
 
Payment by check permits bank employees to view names of my patients, 
because my name will appear on the check. 
 
Appointments/Payment 
 
My counseling appointments are 50 or 80 minutes in length. My fee per 50-
minute session is $120, and per 80-minute session is $180, unless we have 
made specific alternate arrangements.  
 
Unless we have made other arrangements, full payment is due at the start of 
each session. You will be charged in quarter-hour increments for telephone calls 
to me to discuss issues or concerns between sessions. The same will be true for 
my telephone interactions with attorneys, physicians, and others on your behalf, 
and for reports and letters you request me to write on your behalf. You are 
expected to pay these extra costs at our next session. 
 
If you will be unable to attend a scheduled session, you will be charged my full 
fee for the missed session unless you notify me within 24 hours of our scheduled 
appointment. 
Health insurance companies will not pay for missed sessions, nor will they pay 
for telephone calls, reports, letters, or interactions with attorneys and others; you 
will be solely responsible for payment for these services. 
 
About Insurance 
 
You are responsible for payment of all treatment fees and other costs. If you 
have health insurance and/or a third party payer, it will usually provide some 
coverage for mental health treatment. I will fill out forms and provide you with 
whatever assistance I can in helping you receive the benefits to which you may 
be entitled. It is very important that you find out exactly what mental health 
services your insurance policy covers. 
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Your health insurance company and/or a third party payer may require that I 
provide it with information about your diagnosis, treatment plan, and your 
attendance at therapy sessions. It is rare, but they may require a copy of your 
entire treatment record. If you are using insurance and/or a third party payer, you 
acknowledge this and you agree to allow these disclosures. 
 
Acknowledgement and Agreement 
 
By signing below, each of us confirms this disclosure document to represent the 
agreement between us, and you confirm receiving and reading a copy, and you 
confirm your understanding of the information provided and agree to allow the 
disclosures of health information as described above. 
Signed: 
 
 
________________________________________________________________ 
Signature of health care provider     Date 
  
 
 
________________________________________________________________ 
Signature of Patient       Date 
 


