Secretary of State
Office of Professional Regulation
Board of Allied Mental Health Practitioners

Disclosure Document for Clinical Mental Health Counselors

Middle -
Initial \hj

Last Name

Russe, \\

First NT(:‘S‘H'\(Q .
d

License #

| Previous Name(s) (Maiden)

Formal Education

Name of Institution:

The. Geotge \mshm&’m \\m\rerg\‘sa

Dates Attended: & 126 12015 - S_12020[9
Degree(s) awarded, if any: B.A L Eng ][Sh_
Néme of Institution: The, Uh\\( Q%&\‘kr‘\ of Ve r‘moﬂ‘l'

Formal Education Dates Attended:

Degree(s) awarded, if any:

B 1.27,.202] - 8 1202028 (angping)

| v
| Description of Practice: W Unanex s\«—l ¢& Voo, CO\mﬁeli N &
Coarav  caicam
Location: City/State/Zip Byr\i Y\q"‘ﬁ‘(\ WWT
Experience Duration: [ 1 12022 - _5 1+ G 1 2622
Status: Full-Time Part-Time
Receive supervision or peer NO
consultation?
How often? | weekly
Description of Practice: J
Location: City/State/Zip
Experience Duration: / / = / /
' Status: Full-Time Part-Time
Receive supervision or peer
consultation? ' YES NO
How often?:
Description of Practice:
|Location: City/State/Zip
Experience Duration: ! { - i {
| Status: Full-Time Part-Time
Receive supervision or peer
consultation? YES NO
|How often?




[Therapeutic Orientation: | NavCahive Angd femumst

Scope of Practice Area of Specialization: AnXi (.}:ﬂ _ X l‘ VIolence LG 2 T‘C = 1 o
| Treatment Methods- . () |

fspecial Qualifications: ‘ .l

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.

Client’s Disclosure Confirmation

rMy 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 miaking 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.
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