
Consent 

Identifying Information 

Name: ____________________________________________________________________________________ 

Guardian Name(s) (if minor): __________________________________________________________________

Ethnicity: ____________________________________     Pronouns:    He/Him       She/Her       They/Them 

Address: __________________________________________________________________________________ 

City: __________________________ State: ____________   Zip: _____________________________________ 

Primary Phone: ____________________________   Alternate Phone: ________________________________ 

SSN # __________________________________  DOB: ____________________________________________ 

Email Address:   ____________________________________________________________________________  

Responsible Party Place of Employment: ________________________________________________________ 

Contact Number: ___________________________________________________________________________ 

Primary Insurance 

Insurance Company: ________________________________________________________________________ 

Insurance Policy #: ___________________________ Group #:_______________________________________ 

Guarantor Name: _____________________________   Guarantor’s DOB:______________________________ 

Relationship to patient:  ______________________________________________________________________ 

Place of Employment: _____________________________Contact Number: ____________________________ 

I understand that it is my responsibility to obtain any prior authorization that may be required by my insurance carrier and provide the 

details of said authorization to Smith Psychological Services. I further agree that charges incurred regardless of insurance coverage are 

my responsibility and subject to insurance plan benefits and limitations.  Initial       _______     

I acknowledge the receipt of the Notice of Privacy Practices for my review and I hd and consent to the Notice of Privacy 
Practices? Initial _______  

Initial _______ I acknowledge the receipt of the Notice of No-Show & Late Cancellation Policy for my review.

I have read and consent to the Telemedicine Consent form provided. Initial ______

I have read and consent to the Supervision Disclosure Statement provided. Initial ______ 

Do you consent to email communication, recognizing that email is not HIPAA protected? Yes No 

May we phone you to confirm appointments?  Yes  No 

May we leave a voicemail message? Primary Phone Yes No 
Alternate Phone Yes No 

May we send you information via mail? Yes No 

I have read, understood, and agree with the consent form and the conditions stated above. 

___________________________________________________________ _______________________________ 

 Signature  Date 

Home Office     
1401 Airport Pkwy, Suite 

240 Cheyenne, WY  82001 

Branch Office 
1635 Foxtrail Dr. 

Loveland, CO  80538 

Tel: 307-632-7771 
Fax: 307-632-9697 



PSYCHOLOGICAL SERVICES 

smith psychologi ca I.services. com 

Home Office 

1401 Airport Pkwy, Suite 240 
Cheyenne, WY 82001 

Branch Office 

1635 Foxtrail Dr. 
Loveland, CO 80538 

Tel: 307-632-7771 
Fax: 307-632-9697 

Voluntary Credit Card on File Authorization & Consent 

Patient Name: 
----------------------

DOB: 
-----------

To simplify payments, clients have the option to keep a credit or debit card securely on file with 
Smith Psychological Services. This is a voluntary authorization, and you may choose to opt in 
or out at any time. 

Credit Card Information (Optional} 

Cardholder Name: 

Billing Address: 

City: State: __ Zip: 

Card Number: 
----------------------

Expiration Date (MMIYY): 

Security Code (CVV): 

I voluntarily authorize Smith Psychological Services to securely store the above card and 

charge it for the following: 

___ Insurance CoPays at the time of service 
initial 

D 

□ ___ Late cancellation or missed appointment fees in accordance with practice policy
initial 

I understand that: 
• This consent is optional and can be withdrawn in writing at any time.
• I may use another method of payment at any time, if preferred.
• My information will be stored securely in compliance with HIP AA and PCI regulations.
■ I will receive a receipt upon request for any charges made.

Signature of Cardholder: ____________ _ Date: ______ _ 

fJ T decline to store a card on.fUe at this time 
-----

initi.al 



Jeremy D. Bay, MS, Licensed Professional Counselor 
Professional Disclosure Statement 

1401 Airport Parkway, Ste 240 
 Cheyenne, WY 82001 

 307-632-7771 
 

As a client of Smith Psychological Services, LLC, you are entitled to the following 
information regarding my education, experience and qualification and to the full disclosure of 
your rights as a client.:  

You are entitled to receive information from me about my methods of therapy or approach to 
assessment, the duration of your treatment, and our fee structure. Please ask if you would like to 
receive this information. You also may seek a second opinion or terminate your 
therapy/assessment at any time.  
 
Formal Professional Education 

Master of Military and Emergency Responder Psychology from Colorado State 
University System, January 2024 
Master of Forensic Psychology, Arizona State University, Pending Conferral, 2025 
Bachelor of Science, Human Services, Colorado State University System, 2020 
Associate of Science, Military Studies, Hawaii Pacific University, 2008 
 

Licensure Status 
 Licensed Professional Counselor, WY #2470 
 
Ethical Information/Right to Privacy 

1. Sexual intimacy with a client is never appropriate.   
2. I will adhere to the Code of Ethics of the American Counseling Association. 
3. I will always follow appropriate guidelines to ensure the confidentiality of your records 

with a note of the following exceptions: 
a. As of March 1, 1999 Wyoming has implemented a privileged communication 

statute. This law states that, when involved in legal proceedings (civil, criminal or 
juvenile) clients retain the right to privacy, unless these specific circumstances 
exist: 

1)  abuse or harmful neglect of children, the elderly or disabled or incompetent 
individuals is known or reasonably suspected 
2)  the validity of a will of a former client is contested 
3)  information related to counseling is necessary to defend against a malpractice 
action brought by a client 
4)  an immediate threat of physical violence against a readily identifiable victim is 
disclosed to the counselor 
5)  in the context of civil commitment proceedings, where an immediate threat of 
self-inflicted harm is disclosed to the counselor 
6)  the client alleges mental or emotional damages in civil litigation, or his/her 
mental or emotional state becomes an issue in any court proceeding concerning 
child custody or visitation 
7)  the patient or client is examined pursuant to a court order 
8)  in the context of investigations and hearings brought by the client and 



conducted by the board, where violations of this act are at issue. 

4. I may consult with my team about your counseling/assessment. Sessions can be
recorded and observed for my review and professional development. These recordings
will be erased after review/consultation is completed.

5. If you require any additional information about me or feel you need to register a
complaint you can contact the Wyoming Board of Mental Health professionals at 2001
Capitol Ave, Room 127, Cheyenne, Wyoming 82001.

This disclosure statement is required by the Mental Health Professions Licensing Act, 
administered by the Wyoming Mental Health Professions Licensing Board, 2001 Capitol 
Avenue Room 127 Cheyenne, WY, 82002, Phone 307-777-7788. 

I have read and understand the information in this document. 

___________________________________________________ 
Client Signature     Date 

___________________________________________________ 
Jeremy D. Bay, MS, LPC    Date 



DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure-Adult 

Name: ___________ _ Age: __ Sex: □ Male □ Female Date: ___ _ 

If this questionnaire is completed by an informant, what is your relationship with the individual? _______ _ 

In a typical week, approximately how much time do you spend with the individual? _________  

Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best 

describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS. 

None Slight Mild Moderate Severe 

During the past TWO (2) WEEKS, how much (or how often) have you been 
Not at Rare, less Several More than Nearly 

all than a day days half the every 
bothered by the following problems? or two days day 

I. 1. Little interest or pleasure in doing things? 0 1 2 3 4 

2. Feeling down, depressed, or hopeless? 0 1 2 3 4 

II. 3. Feeling more irritated, grouchy, or angry than usual? 0 1 2 3 4 

Ill. 4. Sleeping less than usual, but still have a lot of energy? 0 1 2 3 4 

5. Starting lots more projects than usual or doing more risky things than 0 1 2 3 4 

usual?

IV. 6. Feeling nervous, anxious, frightened, worried, or on edge? 0 1 2 3 4 

7. Feeling panic or being frightened? 0 1 2 3 4 

8. Avoiding situations that make you anxious? 0 1 2 3 4 

v. 9. Unexplained aches and pains (e.g., head, back, joints, abdomen, legs)? 0 1 2 3 4 

10. Feeling that your illnesses are not being taken seriously enough? 0 1 2 3 4 

VI. 11. Thoughts of actually hurting yourself? 0 1 2 3 4 

VII. 12. Hearing things other people couldn't hear, such as voices even when no 0 1 2 3 4 

one was around? 

13. Feeling that someone could hear your thoughts, or that you could hear 0 1 2 3 4 

what another person was thinking?

VIII. 14. Problems with sleep that affected your sleep quality over all? 0 1 2 3 4 

IX. 15. Problems with memory (e.g., learning new information) or with location 0 1 2 3 4 

(e.g., finding your way home)? 

x. 16. Unpleasant thoughts, urges, or images that repeatedly enter your mind? 0 1 2 3 4 

17. Feeling driven to perform certain behaviors or mental acts over and over 0 1 2 3 4 

again?

XI. 18. Feeling detached or distant from yourself, your body, your physical 0 1 2 3 4 

surroundings, or your memories? 

XII. 19. Not knowing who you really are or what you want out of life? 0 1 2 3 4 

20. Not feeling close to other people or enjoying your relationships with them? 0 1 2 3 4 

XIII. 21. Drinking at least 4 drinks of any kind of alcohol in a single day? 0 1 2 3 4 

22. Smoking any cigarettes, a cigar, or pipe, or using snuff or chewing tobacco? 0 1 2 3 4 

23. Using any of the following medicines ON YOUR OWN, that is, without a 0 1 2 3 4 

doctor's prescription, in greater amounts or longer than prescribed [e.g.,

painkillers (like Vicodin), stimulants (like Ritalin or Adderall), sedatives or

tranquilizers (like sleeping pills or Valium), or drugs like marijuana, cocaine

or crack, club drugs (like ecstasy), hallucinogens (like LSD), heroin,

inhalants or solvents (like glue), or methamphetamine (like speed)]?

Highest 
Domain 
Score 

(clinician) 

Copyright © 2013 American Psychiatric Association. All Rights Reserved. 

This material can be reproduced without permission by researchers and by clinicians for use with their patients. 



Notice of No-Show & Late Cancellation Policy 

We value your time and are committed to providing quality care. To help ensure availability for all clients and 

support consistent scheduling, we have implemented the following No-Show and Late Cancellation Policy. 

Please review the information below carefully. You will be asked to acknowledge this policy as part of your 

general consent to treatment. 

Cancellation Requirements 

If you need to cancel or reschedule an appointment, we ask that you notify our office no later than 5:00 PM 

the business day prior to your scheduled appointment. You may cancel by calling our office at 307-632-7771. 

If no one is available to take your call, please leave a voicemail—voicemail timestamps will be used to verify 

the time of your cancellation. 

Missed Appointment Policy 

If you miss an appointment (including late cancellations), the following will apply: 

• Your future appointments will not be held until you contact the office to reschedule.

• Appointments will be rescheduled based on provider availability and at the discretion of the treating

provider.

Fee Structure 

Fees for no-shows or late cancellations will be charged based on the type of service scheduled: 

• Therapy Clients:

A $30 fee will be charged to the credit/debit card on file. If no card is on file, an invoice will be sent.

• Testing/Assessment Clients:

A $100 fee will be charged to the credit/debit card on file. This applies to all scheduled interactions,

including phone consultations, in-person appointments, and telehealth sessions, regardless of

appointment length. If no card is on file, an invoice will be sent.

Re-engagement After a Missed Appointment 

If you do not show up for an appointment and do not call to cancel, our office may attempt to contact you 

within one week to determine if you wish to continue services. If we are unable to reach you, a letter may be 

mailed to your home address notifying you of service termination. These procedures may vary depending on 

your provider's discretion. 

Home Office     
1401 Airport Pkwy, Suite 240 

Cheyenne, WY  82001 

Branch Office 
1635 Foxtrail Dr. 

Loveland, CO  80538 

Tel: 307-632-7771 
Fax: 307-632-9697 

Policy to Read



Should you wish to resume services in the future, you may contact the office to request re-initiation, which will 

be considered based on scheduling availability and provider discretion. 

Payment Without a Card on File 

If you choose not to keep a credit/debit card on file, please be aware that payment for any no-show or late 

cancellation fee may be required to be paid in full by phone or in person prior to rescheduling or 

attending any future appointments. 



Notice of Privacy Practice 

Effective Date: March 2, 2022 

Introduction 

The Federal Health Insurance Portability and Accountability Act (HIPAA) requires mental health 
professionals to issue this official Notice of Privacy Practices. This notice describes how information about 
you is protected, the circumstances under which it may be used or disclosed and how you may gain access 
to this information. Please review if carefully. For psychotherapy to be beneficial, it is important that you feel 
free to speak about personal matters, security in the knowledge that the information you share will remain 
confidential. You have the right to the confidentiality of your medical and psychological information, and this 
practice is required by law to maintain the privacy of that information. This practice is required to abide by 
the terms of the Notice of Privacy Practices currently in effect, and to provide notice of its legal duties and 
privacy practices with respect to protected health and psychological information. If you have any questions 
about this Notice, please contact the office.  

Who Will Follow This Notice 

Any health care professional authorized to enter information into your medical record, all employees, staff, 
and other personnel at this practice who may need access to your information must abide by this Notice. 
All subsidiaries, business associates (e.g., a billing service), sites and locations of this practice may share 
medical information with each other for treatment, payment purposes or health care operations described 
in this Notice. Except where treatment is involved, the only minimum necessary information needed to 
accomplish the task will be shared.  

Uses and Disclosures for Treatment, Payment, and Health Care Operations 

I may use or disclose your Protected Health Information (PHI), for treatment, payment, and health care 
operations purposes. The following should help clarify these terms: 

- PHI refers to information in your health record that could identify you. For example, it may include
your name, the fact you are receiving treatment here, and other basic information pertaining to your
treatment.

- Use applies only to activities within my office and practice group, such as sharing, employing,
applying, utilizing, and analyzing information that identifies you.

- Disclosure applies to activities outside my office or practice group, such as releasing, transferring,
or providing access to information about you to other parties.

- Authorization is your written permission to disclose confidential health information. All
authorizations to disclose must be made on a specific and required form.

- Treatment is when I provide, coordinate, or manage your health care and other services related to
your health care. For example, with your written authorization I may provide your information to
your physician to ensure the physician has the necessary information to diagnose or treat you.

- Payment Your PHI may be used, as needed, in activities related to obtaining payment for your
health care services. This may include the use of a billing service or providing you documentation
of your care so that you may obtain reimbursement from your insurer.

- Health Care Operations are activities that relate to the performance and operation fo my practice. I
may use or disclose, as needed, your protected health information in support of business activities.

Home Office     
1401 Airport Pkwy, Suite 240 

Cheyenne, WY  82001 

Branch Office 
1635 Foxtrail Dr. 

Loveland, CO  80538 

Tel: 307-632-7771 
Fax: 307-632-9697 
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For example, when I review an administrative assistant’s performance, I may need to review what 
that employee has documented in your record.  

Written Authorizations to Release PHI 

Any other uses and disclosures of your PHI beyond those listed above will be made only with your written 
authorization, unless otherwise permitted or required by law as described below. You may revoke your 
authorization at any time, in writing. 

Uses and Disclosures without Authorization 

The ethics code to the American Psychological Associate, Wyoming State law, and the federal HIPAA 
regulations all protect the privacy of all communications between a client and a mental health professional. 
In most situations, I can only release information about your treatment to others if you sign a written 
authorization. This Authorization will remain in effect for a length of time you and I determine. You may 
revoke the authorization at any time, unless I have taken action in reliance on it. However, there are some 
disclosures that do you require your Authorization. I may use or disclose PHI without your consent in the 
following circumstances: 

- Child Abuse – If I have reasonable cause to believe a child may be abused or neglected, I must
report this belief to the appropriate authorities.

- Adult and Domestic Abuse – If I have reason to believe that an individual such as an elderly or
disabled person protected by state law has been abused, neglected, or financially exploited, I must
report this to the appropriate authorities.

- Health Oversight Activities – I may disclose your PHI to a health oversight agency for oversight
activities authorized by law, including licensure or disciplinary actions. If a client file a complaint or
lawsuit against me, I may disclose relevant information regarding that patient in order to defend
myself.

- Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request
is made for information by any party about your treatment and the records thereof, such information
is privileged under state law, and is not to be released without a court order. Information about all
other psychological services (e.g., psychological evaluation) is also privileged and cannot be
released without your authorization or a court order. The privilege does not apply when you are
being evaluated for a third party or where the evaluation is court ordered. You must be informed in
advance if this is the case.

- Serious Threat to Health or Safety – If you communicate to me a specific threat of imminent harm
against another individual or I believe that there is a clear, imminent risk of injury being inflicted
against another individual, I may make disclosures that I believe are necessary to protect that
individual from hard. If I belied that you present and imminent, serious risk of injury or death to
yourself, I may make disclosures I consider necessary to protect you from harm.

- Worker’s Compensation – I may disclose PHI regarding you as authorized by and to the extent
necessary to comply with laws relating to a worker’s compensation or other similar programs,
established by law, that provide benefits for work-related injuries or illness without regard to fault.

Special Authorizations 

Certain categories of information have extra protections by law, and thus require special written 
authorizations for disclosures. 

- Psychotherapy Notes – I will obtain a special authorization before releasing your Psychotherapy
notes. “Psychotherapy Notes” are notes I have made about our conversation during a private,
group, joint, or family counseling session, which I have kept separate from the rest of your record.
These notes area given a greater degree of protection from PHI.

- HIV Information – Special legal protections apply to HIV/AIDS related information. I will obtain a
special written authorization from you before releasing information related to HIV/AIDS.

- Alcohol and Drug Use Information – Special legal protections apply to information related to alcohol
and drug use and treatment. I will obtain a special written authorization from you before releasing
information related to alcohol and/or drug use/treatment. You may evoke all such authorizations (of
PHI, Psychotherapy Notes, HIV information, and/or Alcohol and Drug Use Information) at any time,
provided each revocation is in writing, signed by you, and signed by a witness. You may not revoke
an authorization to the extent that (1) I have relied on that authorization; or (2) if the authorization
was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to
contest the claim under the policy.



Patient’s Rights and Psychologist’s Duties 

Patient’s Rights: 

- Right to Request Restrictions – You have the right to request restrictions on certain
uses/disclosures of PHI. However, I am not required to agree to the request.

- Right to Receive Confidential Communications by Alternative Means – You have the right to request
and receive confidential communications by alternative means and locations. (For example, you
may not want a family member to know that you are seeing me. On your request, I will send your
bills to another address.)

- Right to Inspect and Copy – You have the right to inspect or obtain a copy of PHI in my records as
these records are maintained. In such cases I will discuss with you the process involved.

- Right to Amend – You have the right to request an amendment of PHI for as long as it is maintained
in the record. I may deny your request. If so, I will discuss with you the details of th amendment
process.

- Right to an Accounting – You generally have the right to receive an accounting of all disclosures of
PHI. I can discuss with you the details of the accounting process.

- Right to a Paper Copy – You have the right to obtain a paper copy of the Notice of Privacy Practices
from me upon request.

Psychologist’s Duties: 

- I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal
duties and privacy practices with respect to PHI

- I reserve the right to change the privacy policies and practices described in this notice. Unless I
notify you of changes, however, I am required to abide by the terms currently in effect.

- If I revise my policies and procedures, I will notify you at our next session, or by mail at the address
you provided me.

No Surprises Act “Good Faith Estimate” 

You have the right to receive a “Good Faith Estimate” explaining how much your medical and mental health 
care will cost. Under the law, healthcare providers need to give clients who don’t have insurance or who 
are not using insurance an estimate of the expected charges for medical services, including psychotherapy 
services. You have the right to receive a Good Faith Estimate for the total expected cost of your healthcare 
services, including psychotherapy services. You can ask your healthcare provider, and any other provider 
you choose, for a Good Faith Estimate before you schedule a service. The Good Faith Estimate shows the 
costs of items and services that are reasonably expected for your healthcare needs for an item or service. 
The estimate is based on information known at the time the estimate is created. The Good Faith Estimate 
does not include any unknown or unexpected costs that may arise during the course of care. You could be 
charged more if special circumstances occur. In non-emergency circumstances, you will be provided with 
an updated Good Faith Estimate for any new expected charges.  If you are billed for more than your Good 
Faith Estimate, you have the right to dispute the bill under federal law. Specifically, if you receive a bill that 
is at least $400 more than your Good Faith Estimate, you can dispute the bill. You may contact the 
healthcare provider or facility listed to let them know the billed charges are higher than the Good Faith 
Estimate. You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate the bill, 
or ask if there is financial assistance available. You may also start a dispute resolution process with the 
U.S. Department of Health and Human Services (HHS). If you choose to use the dispute resolution process, 
you must start the dispute within 120 calendar days (about 4 months) of the date of the original bill. There 
is a $25 fee to use the dispute process. If the agency reviewing your dispute agrees with you, you will have 
to pay the price on the Good Faith Estimate. If the agency disagrees with you and agrees with the healthcare 
provider or facility, you will have to pay the higher amount. To learn more or to get a form to start the dispute 
resolution process, call HHS’ toll free number: 1-877-696-6775. 

Complaints 

If you believe your privacy rights have been violated, you may file a complaint with the Privacy Officer at 
this practice or with the Secretary of the Department of Health and Human Services. All complaints must 
be submitted in writing. You will not be penalized or discriminated against for filing a complaint. Complaints 



may be filed to the Wyoming Board of Psychology, address 2001 Capitol Ave, Room 127, Cheyenne WY 
82002, or by email at JoAnn.Reid@wyo.gov. 

If you have any questions about this Notice please contact me: 

Smith Psychological Services, LLC 
Shaina Smith, PhD 
1401 Airport Parkway, Suite 240 
Cheyenne, WY 82001 
307-632-7771
admin@smithpsychological.com

Effective Date, Restrictions, and Changes to Privacy Policy 
This notice will go into effect on March 3, 2022 

mailto:JoAnn.Reid@wyo.gov
mailto:admin@smithpsychological.com


Home Office 
1401 Airport Pkwy, Suite 240 

Cheyenne, WY 82001 

Branch Office 
1635 Foxtrail Dr. 

Loveland, CO 80538 

Tel: 307-632-7771 
Fax: 307-632-9697 

Consent for Telemedicine 

I understand that telemedicine is the use of electronic information and communication 
technologies by a healthcare provider used to deliver services to an individual when 
he/she is located at a different location or site than I am. 

I understand that the telemedicine visit will be done through a two-way video. The 
healthcare provider will be able to see my image on the screen and hear my voice. I will 
be able to hear and see the health care provider as well. 

I understand that the laws protecting privacy and confidentiality (HIPAA) also apply to 
telemedicine. 

I understand that email correspondence must take place to arrange telemedicine 
services. 

I understand that I have the right to withhold or withdraw my consent to the use of 
telemedicine in the course of my care at any time, without effect my right to future care. 

I understand that email correspondence must take place to arrange telemedicine 
services. 

I understand that no recording shall take place, from both the psychologist and client. 

I understand that by initialing the main consent form, I am consenting to receive 
psychological services via telemedicine. 

Policy to Read



Home Office
1401 Airport Pkwy, Suite 240

Cheyenne, WY 82001

Branch Office
1635 Foxtrail Dr.

Loveland, CO 80538

Tel: 307-632-7771
Fax: 307-632-9697

Consent for Telemedicine

I understand that telemedicine is the use of electronic information and communication 
technologies by a healthcare provider used to deliver services to an individual when 
he/she is located at a different location or site than I am.

I understand that the telemedicine visit will be done through a two-way video. The 
healthcare provider will be able to see my image on the screen and hear my voice. I will 
be able to hear and see the health care provider as well.

I understand that the laws protecting privacy and confidentiality (HIPAA) also apply to 
telemedicine.

I understand that email correspondence must take place to arrange telemedicine 
services.

I understand that I have the right to withhold or withdraw my consent to the use of 
telemedicine in the course of my care at any time, without effect my right to future care.

I understand that email correspondence must take place to arrange telemedicine 
services.

I understand that no recording shall take place, from both the psychologist and client.

I understand that by initialing the main consent form, I am consenting to receive 
psychological services via telemedicine.

Policy to Read



SUPERVISION DISCLOSURE STATEMENT 

Some clinical services provided at this clinic are delivered by clinicians, trainees, or support staff 
who are practicing under the supervision of Shaina Smith, PhD, a licensed psychologist. 
Supervision is conducted in accordance with applicable state laws, professional standards, and 
ethical guidelines. 

Shaina Smith, PhD 
Licensed Psychologist 
License Numbers: WY 694 ; CO PSY.0005177 ; MT 5429 ; AK 191664 ; PsyPact 21003 

The following individuals are currently practicing under the supervision of Dr. Smith: 
• Kaitlin Dent, M.S.Ed., M.Phil.Ed.
• Sadonia Garner, MS
• Jessica Lewis, MS
• Stephanie White, M.Ed., LPCC, NCC
• Kaydei Murphy, AA (Psychology), Psychometrician

IMPORTANT INFORMATION REGARDING SUPERVISION 

a. I understand that the provider I am seeing is practicing under supervision and that Shaina 
Smith, PhD maintains clinical oversight and professional responsibility for the services provided.

b. I understand that my case may be discussed with the supervisor and/or supervision team for 
the purposes of consultation, training, and ensuring quality of care. These discussions are 
conducted in a professional and confidential manner that are consistent with HIPAA 
requirements.

c. I understand that sessions may be observed or recorded when clinically appropriate and/or 
required for supervision or training purposes. Any recordings will be stored securely and erased 
after supervision and training requirements are met.

d. I understand that I may ask questions at any time regarding supervision, my provider’s 
credentials, or the role of the supervising psychologist, and have access to the supervising 
psychologist at my request within an appropriate timeframe.

e. I understand that I have the right to request services from a different provider or to 
discontinue services at any time, consistent with clinical policies.

Home Office       
1401 Airport Pkwy, Suite 240 

Cheyenne, WY  82001 

Branch Office 
1635 Foxtrail Dr. 

Loveland, CO  80538 

Tel: 307-632-7771 
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REGULATION OF PSYCHOLOGICAL SERVICES AND COMPLAINTS 

The practice of psychology and related mental health services is regulated by state licensing 
boards. If you have a concern or wish to file a complaint regarding the services you receive, you 
may contact the appropriate regulatory agency based on the state in which services are 
provided. 

Wyoming: 
Wyoming Board of Psychology 
2001 Capitol Ave 
Cheyenne, WY 82001 
Phone: (307) 777-7788 

Colorado: 
Department of Regulatory Agencies 
Division of Professions and Occupations 
1560 Broadway, Suite 1350 
Denver, CO 80202 
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