
DISCLOSURE STATEMENT 

Can you read this documenet?  Please mark:   ______yes      ______no 

1. Marne Wine, M.A., LPC, P.C. 950 S. Cherry St., Ste 410, Denver, CO 80246 Tel: 720.234.9058 
2. Degrees: University of Colorado at Denver Counseling/Psychology Masters Degree, 1995, 

requiring the following: 60 credit hours education course work, 150 hours practicum lab, 600 
hours internship. 
License:  State of Colorado Licensed Professional Counselor #1983, requiring the following: 
Masters degree from CACREP approved program, 2500 hours post-degree experience, 200 hours 
of supervision. 
Certifications: Certified Sex Therapist and Supervisor by American Association of Sex Educators, 
Counselors and Therapists (AASECT) requiring the following: AASECT membership, adhere to 
AASECT Code of Ethics, Masters degree from accredited college or university, minimum 1,000 
clinical hours of experience, valid state license in counseling, completion of minimum of 90 
hours of education in core areas from accredited college or university, completion of minimum 
of 60 hours of sex therapy training for psychosexual disorders found in DSM-IV/V, 10 hours of 
structured group experience.  AASECT approved Sexual Attitude Reassessment (SARS) training, 
minimum of 250 supervised clinical treatment of patients/clients who present with sexual 
concerns, and minimum of 50 hours of individual supervision with an AASECT approved 
supervisor. 

3. 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 Licensed 
Professional Counselor Examiners can be reached at 1560 Broadway, Suite 1350, Denver, 
Colorado 80202, (303) 894-7800.  As to the regulatory requirements applicable to mental health 
professionals: 

 Registered psychotherapist is a psychotherapist listed in the State’s database and is 
authorized by law to practice psychotherapy in Colorado but is not licensed by the state 
and is not required to satisfy any standardized educational or testing requirements to 
obtain a registration from the state. 

 Certified Addiction Counselor I (CAC I) must be a high school graduate, complete 
required training hours and 1, 000 hours of supervised experience.   

 Certified Addiction Counselor II (CAC II) must have a bachelors degree in behavioral 
health, complete additional required training hours and 2,000 hours of supervised 
experience. 

 Licensed Addiction Couonselor must have a clinical masters degree and meet the CAC III 
requirements. 

 Licensed Social Worker must hold a masters degree in social work. 

 Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed 
Professional Couonselor Candidate must hold the necessary licensing degree and be in 
the process of completing the required supervision for licensure. 

 Licensed Clincial Social Worker, a Licensed Marriage and Family therapist, and a 
Licensed Professional Counselor 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. 
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4. You are entitled to receive information from your therapist about the methods of therapy, the 

techniques used, the duration of your therapy (if known), and the fee stsructure.  You can seek a 
second opinion from another therapist or terminate therapy at any time. 
 
 

The methods of therapy: I primarily use Brief Therapy/Solution Focused, Cognitive Behavioral, 
Differentiation Approach, Psychodynamic, and Psycho-education.  All of these methodsinvolvve talk 
therapy, some homework, and occasional experiential exercises taught in session (i.e. mindfulness, 
meditation).  The fee structure is as follows: I accept some insurances if I have been contracted as a 
provider health savings plans (HSA) and self-pay.  Insurance is a contracted rate determined by 
individual companies, for 45-50 minute sessions.  Self-pay rate is $150 for an intake appointment, 60-90 
minutes, and $120 for follow up appointments, per 60 minutes.  Co-pays and/or full payment, are 
expected at the time of the appointment.  When available, I maintain a small percentage of my practice 
for sliding scale, for those in need. 
I ask that you give at least 24 hours notice if you are going to miss an appointment.  When 24 hours is 
not given, you will be charged for the session. 

5. In a professional relationship, sexual intimacy is never appropriate and should be reported to 
the board that licenses, registers, or certifies the licensee, registrant or certificate holder. 

6. Generally speaking, the information provided by and to the lient during therapy sessions is 
legally confidential and cannot be released without the client’s consent.  There are exceptions to 
this confidentiality, some of which are listed in section 12-43-218 of the Colorado Revised 
Statutes, and the HIPAA Notice of Privacy Rights you were provided, as well as other exceptions 
in Colorado and Federal Las.  For example, mental health professionals are required to report 
suspected child abuse to authorities.  If a legal exception arises during therapy, if feasible, you 
will be informed accordingly.  If you are a threat to self or others, confidentiality will be 
breached to get you help.  The Mental Health Practice Act (CRS 12-43-101, et seq.) is available 
at: http://wwwdora.state.co.us/mental-health/Statuted.pdf. 

7. I have read the preceding information, it has also been provided verbally, and I understand my 
rights as a client or as the client’s responsible party. 
 
___________________________________  ________________________________ 
Print Client Name     Partner/Spouse Print Name 
 
____________________________    _______  ______________________     ________ 
Client Responsible Party signature      date  Partner/Spouse Signature       Date 
 
If signed by responsible party, please state relationship to client and authority to consent: 
 

 
________________________________   ____________________________ 
Therapist signature     Date 
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