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INFORMED CONSENT FOR COUNSELING SERVICES 

Abbey Giboney, LPC-Associate supervised by Dr. Ronda Eade, LPC-S 

Brownfield ISD 

Email: abbey.giboney@brownfieldisd.net 

Phone: 806-637-2591 ext. 2118 

 

I, Abbey Giboney, am a Licensed Professional Counselor Associate (hereby referred to as LPC-A) 

supervised by Dr. Ronda Eade, LPC-S. I am employed with Brownfield Independent School 

District to provide mental health counseling services for students who attend Brownfield ISD 

schools. This document contains important information about my policies and professional 

services. You may request a copy of this signed form for your records if you desire. 

TRAINING AND APPROACH TO THERAPY 

I graduated with Educational Specialist and Master of Science degrees in Clinical Mental Health 

Counseling from Harding University in Arkansas in May of 2022. I hold a valid license (#89456) 

as a Licensed Professional Counselor Associate with the Texas Behavioral Health Executive 

Council. My areas of competence include individual, group, and family counseling. I am not able 

to prescribe medications to clients.  

 

AGREEMENT FOR COUNSELING SERVICES 

______ I agree for my child to participate in counseling services with Ms. Giboney. I give 

permission to Ms. Giboney to provide additional services that may include psychological testing 

and consultation with other professionals. Services can consist of classroom observation, 

support groups, and/or individual sessions. I understand that Ms. Giboney will do her best not 

to pull students from core subjects. Counseling services are based on a short-term, solution-

focused model, but the number and length of sessions varies depending on the need. 

 

RISKS AND BENEFITS OF THERAPY 

_______I understand that, while counseling can be extremely beneficial for some children, it 

entails both effort and risks on mine and my child’s part.  These efforts include examining and 

talking about my child’s behaviors, experiences, beliefs, values, relationships and might include 

discussions of my parenting style and relationship with my child.  The possible risks involve 

experiencing intense feelings such as sadness, anger, fear, guilt or anxiety.  Other potential risks 

might consist of recalling unpleasant life events, becoming more aware of feelings, values and 

experiences, and changes in my relationships with my child and others. 

There are also possible benefits of therapy. These include but are not limited to, increased 

emotional awareness and regulation, reduction of distress, more appropriate and effective 

coping skills, and increased satisfaction in relationships. I understand there are no guarantees 
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this will happen. I also understand therapy requires an active effort on my part, as the 

parent/guardian, for my child to achieve possible benefits. 

 

THERAPY PROCESS 

______During each session, Ms. Giboney will work with my child toward mutual goals 

identified through observation, discussion, and input from my child, their teacher(s) and myself. 

This is achieved through play, talking through experiences, and practicing strategies. The 

agreement is open for review and renegotiation by both of us, allowing for the possibility that 

my child’s treatment goals may change over time. I understand that this agreement does not 

guarantee that my child will attain their treatment goals.  

 

FEES AND CANCELLATION 

There are no fees for counseling services with Brownfield ISD. 

 

EMERGENCIES AND CRISIS 

______If my child is in crisis, I agree to call 911 or go to the nearest hospital emergency room. 

If I have an urgent clinical matter regarding my child but they are not a risk to themselves or 

others, I agree to notify Ms. Giboney and/or Brownfield ISD as soon as possible. If I am unable 

to reach her in the case of a crisis or emergency, I agree to use local crisis resources.  

 

CONTACTING ABBEY GIBONEY, LPC-A 

______I understand the more secure way of contacting Ms. Giboney (and the preferred 

method) is by email. I understand I can also contact her via phone call. I understand these 

communications are not always secure. I understand that she will communicate with me via 

these methods if I wish to do so, despite their risks to my privacy, but only in the briefest and 

most discreet way possible. By signing this document, I am indicating that I give my permission 

for Ms. Giboney to communicate with me in this way. 

I understand that Ms. Giboney does not accept friend requests from former or current clients on 

any social media site for the purposes of protecting my confidentiality. I also understand that 

she will not approach me or my child in places outside of the counseling office such as the 

grocery store, Dr.’s office etc. to protect mine and my child’s privacy.  

 

CONFIDENTIALITY 

______I understand therapy works best when the information shared between the client (my 

child) and counselor (Ms. Giboney) is kept confidential. I understand this means Ms. Giboney 

will be discreet in her communications with me in order to protect her therapeutic relationship 

with my child. If my child discloses any intent to harm themselves, others, or if someone is 



3 
 

causing them harm, I understand Ms. Giboney will make the appropriate reports as according to 

Brownfield ISD’s policy and Texas state law. 

I also understand that Ms. Giboney may consult with other professionals (e.g., her supervisor 

Dr. Ronda Eade, LPC-S, other school counselors within Brownfield ISD, school administration, 

school security officers, other mental health care providers, physicians, etc.) for the purposes of 

improving her services to my child. When doing so, I understand that Abbey Giboney will make 

every effort to remain discreet in her discussions of my child. 

 

PROFESSIONAL RECORDS 

______I understand Abbey is required to keep “protected health information” about my child 

in their clinical record. I understand that Ms. Giboney stores her records using a locking filing 

cabinet and a lock on her office door to meet HIPAA standards. I understand that, except in 

unusual circumstances that involve a danger to myself, my child, or others, I have a right to 

examine and/or receive a copy of my child’s records. Because these are professional records, I 

understand they may be misinterpreted or upsetting to untrained readers. Therefore, I 

understand I may want to first review these records with Ms. Giboney. If she refuses my request 

for records, I understand I have a right to have Ms. Giboney’s decision be reviewed by another 

mental health professional, which Ms. Giboney will discuss with me upon my request. I also 

understand I have a right to request my child’s records be made available to another health care 

provider at my written request. 

 

ADDITIONAL LPC-A SERVICES 

Brownfield ISD is privileged to have an additional LPC-Associate on campus to serve the needs 
of our students. Mrs. Chastin Powell shares the same credentials as Ms. Giboney. If Ms. Giboney 
is unavailable to speak to your child, do you give permission for your child to speak with Mrs. 
Powell? 

______Yes, I give permission 

______No, I do not give permission 

 

Signatures 

Parent/Guardian (if child is under the age of 18):  

_________________________________   Date: ___/___/_____ 

Student: 

_________________________________   Date: ___/___/_____ 

Abbey Giboney, LPC-Associate:      

_________________________________   Date: ___/___/______ 

 


