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Scope of Practice

Therapeutic Orientation:

Area of Specialization:
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Treatment Methods:

Special Qualifications:

My practice is also governed by the Rules of the Board of Allied Mental
Health Practitioners. It is unprofessional conduct to violate those rules. A
copy of the rules may be obtained from the Board or online.
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Client’s Disclosure Confirmation

My signature acknowledges that | have been given the professional qualifications and experience of (Name, Name), a listing of actions
that constitute unprofessional conduct according to Vermont statutes, and the method for making a consumer inquiry or filing a
complaint with the Office of Professional Regulation. This information was given to me no later than my third office visit.

Client’s Signature or Parent/Guardian Date
Practitioner’s Signature Date




