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 LINDA J. MACDONALD, M.S., LMFT 

 

CLIENT INFORMATION, RIGHTS, AND RESPONSIBILITIES 

 
1.  BACKGROUND.   
I obtained my Master of Science degree in Marriage and Family Therapy from Seattle Pacific University in 
1988 and my Bachelor of Arts degree in Counseling from Antioch University in Seattle in 1985.  Prior to my 
career as a therapist, I had twelve years' experience as a volunteer counselor, utilizing a pastoral counseling 
format. During my pastoral counseling experience I designed and taught a lay counselor training program, 
counseled adults and adolescents, facilitated small groups, and organized retreats.  Since then, I have 
continued to offer a variety of workshops as an adjunct to my counseling practice.  
 
Currently, I enjoy individual, couple, and family counseling for people of all ages.  Along with my specialty 
in working with marital and family situations, I have particular interest in issues related to adult children of 
alcoholics and dysfunctional homes, premarital preparation, infidelity, adult survivors of sexual abuse, 
conflict resolution, adolescent problems, spiritual struggles, singles' issues, and grief and loss.  I belong to 
the American Association of Christian Counselors, Pierce County Counselors’ Association, and Family 
Systems Therapists Northwest.  I am a Licensed Marriage and Family Therapist with the State of 
Washington, License Number LF00001029 and NPI number 1861960825. 
 
I maintain a network of mental health professionals and attend many workshops for my continued 
professional growth. 
 
2.  PHILOSOPHY.   
I believe families and couples have the ability to support each other, meet each other's needs, and solve their own 
problems. However, sometimes unusual circumstances arise which make this difficult. At other times, members 
either lose objectivity with old problems or try to solve new problems in old ways. This is when professional 
assistance can make a difference, provided everyone is willing to work together. I have a strong bias toward 
preserving marital and familial bonds. However, the choice of marital status is always the choice of the client. 
 
3.  APPROACH.   
Although I enjoy working with individuals, when couples or families are involved, I prefer to keep the 
couple and/or family together in counseling sessions whenever possible. It is my belief that the family is 
society's most basic emotional unit and what affects one member automatically affects the other members as 
well. From experience, I have found it advantageous to include everyone who will be affected, so when 
changes begin to occur, everyone can grow together. When it is clear that a member is dealing with an 
individual issue, I often ask the spouse or other members to attend some or all of the sessions as I consider 
family members to be tremendous resources for consultation and lending support to the client. Lasting 
change is best accomplished when people are treated in the context of their closest relationships. 
 
My approach is an active one, which at times involves in-session exercises such as role-playing and having 
family members talk to each other while I "coach." I expect clients to be motivated and to follow through on 
between-session assignments. When I loan you self-help materials from my lending library, I ask that you 
return books/cds/videos in a timely manner so I may pass them along to others. 
 
4.  GOALS.   
My goal is to help individuals, couples, and families discover new ways to solve whatever problems they are 
facing.  However, as we work together, adjustments may occur which benefit the family but cause 
discomfort for the individual(s). This discomfort is usually temporary. 
 
Another goal I have is to allow individuals, couples, and families to explore ways they can incorporate their 
spiritual beliefs and values in their growth process.  Although I personally adhere to a traditional Christian 
belief system, I respect and appreciate the rights of clients to grow in the spiritual paths they have chosen. 
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5. APPOINTMENTS.

I typically offer a 45 - 50 minutes for a “regular” session. When in my judgment, a client will benefit from

an extended appointment, I allow 55 – 67 minutes sessions at a pro-rated cost. Please notify me 24 hours in

advance if you cannot keep your scheduled appointment, as I have limited openings to meet with clients. If I

am not notified in a timely manner, you will be charged in full for the missed session unless there are

extenuating circumstances where you could not possibly have notified me in time (like a child’s sudden

illness, car accident or other emergency). In that case, I will reduce the fee for the late cancel/no show to $35

in order to recover my overhead costs for that hour. If you arrive late, I will charge you for the full session

and will still plan to end the session on time. If I am late, I will extend our time to assure you at least a full

45 minutes, or reduce your fee.

6. FEES.
My usual and customary fee for the initial intake & evaluation is $170. After that, my regular session fee for
45 - 52 minutes is $110. Charges for extended appointments will be assessed higher. For example: 53 - 60
minutes = $130;  70 minutes = $140. Since most insurances don’t cover extended sessions longer than 67
minutes. Beyond 68 minutes, I pro-rate the extended time for $2/minute.

If you do not have/use health insurance and you choose to pay privately and in full the day of service, as a 
courtesy for saving my costs for billing, I will reduce your session fee by $10. Advantages of private pay: 
greater protection of your privacy (no notice to insurance, no paper trail) and more flexibility regarding the 
length of your therapy sessions for those dealing with complex trauma or driving from a distance.  
I charge $2/minute for between-session telephone calls lasting 10 minutes or longer. Most insurance 
companies do not cover telephone consultations. The few that do, only cover up to 30 minutes. 

Special Circumstances: I charge a fee of $2 per minute for one-time consultations/coaching/intensive 
sessions for those who’ve read my books and would like further guidance by phone or in person.  

In addition, if we believe that it would be helpful for me to consult with another paid professional or attorney 
regarding your situation; you will be responsible for all fees, including my time. I also charge a fee for my 
time when asked to write letters, evaluations, and summaries of treatment. If you believe your health 
insurance will cover my counseling services please contact your insurance ahead of time to confirm 
coverage, deductibles, and co-pays. I prefer to collect co-pays at the time of service. For new patients and 
during the months of January through March of each calendar year, I make it a general policy to collect the 
entire allowable fee directly from you until we are certain your insurance deductible is met.  

Most insurances do not cover traditional marriage counseling (i.e. communication skills, learning to get 
along, how to enhance your sex life, etc.). However, if one or both members of a couple are experiencing 
medically identifiable problems (such as depression, anxiety, panic disorder, etc.), I find that when problems 
are addressed in my office within the context of the relationships in which they occur, positive therapeutic 
outcomes are achieved more quickly and with less chance of relapse.   

When I must bill you for balances outstanding, I charge a 1.5% monthly fee on accounts 60 days past due (not 
including any insurance delays). If your check is returned, I charge a fee for NSF’s.  For your portion (co-pay 
and/or co-insurance), I prefer to be paid by cash or check. However, for your convenience, I accept debit or credit 
card payments through “Square” in my office. Also, you may also opt to pay your account online through PayPal 
at my Web site: https://www.lindajmacdonald.com/counseling
7. PERSONAL RELATIONSHIPS.
In accordance with the guidelines of most counseling associations, I have an ethical responsibility to not develop 
personal friendships with clients or their immediate family members during the course of therapy
and after the end of treatment (with a few rare exceptions, 5 years after the end of therapy), nor do I provide 
professional counseling services for existing personal friends of myself or of my spouse. This also applies to my 
not being able to link with you on social or business media sites such as Facebook or Linked-In. If I run
into you at a store or other public location, I will leave it up to you as to whether you wish to say “Hi.” However, 
I won’t identify you as a client and prefer you not introduce me as your therapist to anyone you
are with. This is for your protection and the protection of our professional relationship.

https://www.lindajmacdonald.com/counseling
https://www.lindajmacdonald.com/counseling
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8.  CONFIDENTIALITY. 
      a.   All information discussed during therapy is held strictly confidential.     

b.   By law, information about clients may only be released upon written consent of all parties treated or 
the person's parent or guardian, except as allowed by federal and state law. 

c. When a family comes in for therapy, I will uphold their right to confidentiality.  However, within the 
family unit, I reserve the right to use my professional judgment about whether to maintain individual 
confidences from the other family members who are attending therapy with me.  Most likely I will 
encourage any “secret” that is relevant to therapy to be disclosed by the member holding it.    

 

d. In order to give you the highest quality service possible, I consult regularly with other professionals 

(including my husband who is an ordained minister and chaplain with a lot of training in counseling 

and psychology) about my work with clients.  I only refer to clients on a first name basis (if that) and 

am happy to disclose to you the names of professionals I may consult with regarding your situation. 
 

e.   I keep all records for five years after the last date of service, and sometime after that destroy them to 

protect your confidentiality.  
 

f. There are a few cases under which I am under both professional and legal obligation to release 

confidential information. They are in the following situations:  cases of suspected sexual or physical 

abuse of a child or elderly person; when you confide or give strong indications that you may commit 

or have committed a crime or harmful acts to yourself or others; to a court under court order; or 

when charges are brought against the counselor. For your privacy protection, when records are 

requested by a judge, it is my policy to protest the order to the best of my best ability. If you believe 

it is in your best interest for me to comply with the order, it is my general policy to prepare a 

summary of treatment (rather than copies of my notes) for a modest fee ($50 - $100). 
 

g. When meeting with couples & families, in order to provide the safest environment possible, it is my 

policy not to release information requested in the future for divorce or other legal proceedings that 

may ensue. When you sign this disclosure, you are agreeing to not subpoena my records in order to 

defame the character of your spouse or family member in the process of a legal matter. The only 

exception is in cases of clear, severe, and observable abuse that I have personally witnessed and have 

obtained signed releases from all involved parties who are my clients. 
 

h. If you have been directly referred to me by a pastor, physician, or, other person, I may, as a 

professional courtesy, thank them for the referral. If you object to this, please let me know. I often 

find it helpful to coordinate care with your physician or other professionals. In such cases, I may ask 

you to sign a release for me to consult with your appropriate caregivers. 
 

i. Please let me know if you are not comfortable with me leaving brief messages on your voice mail or 

answering machine confirming, changing, or canceling an appointment. I do not wish to receive 

phone calls at home or on my cell phone, but you may text me on my cell phone (253.310.1550) to 

change or make an appointment. Please do not leave confidential information on any texts or emails 

you may send. I cannot assure that your privacy can be fully protected, even though I use passwords. 
 

9.   YOUR RIGHTS AND RESPONSIBILITIES 
a. In the case of an emergency, if you are unable to reach me, I trust you will choose another option 

which may include one of the following:  1. If I am out of town for an extended time, I will have a 
back-up therapist or service listed on my voicemail message. You may also go to the Shepherd’s 
Center website [www.theshepherdscenter.com] to contact one of my colleagues. 2. If it is a life 
threatening emergency, dial 911. 3. Or, you may call the 24-hour Crisis Line:  1 (800) 576-7764.      

                           

b.   You have the right to ask questions if you do not clearly understand what I am doing or intend to do 
during therapy. 

 

c. If for any reason you become dissatisfied with the therapy, I want you to be honest with me about 
your concerns. 
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d. You have the right to terminate therapy at any time.

e. The following statement and information is required by the State of Washington:

"Counselors practicing counseling for a fee must be registered or licensed with the Department of

Licensing for the protection of the public health and safety.  Registration of an individual with the

Department does not include a recognition of any practice standards, nor necessarily implies the

effectiveness of any treatment.”

The State of Washington cannot guarantee the effectiveness of my treatment.  You, the client, have the 
responsibility to determine whether the therapy is helpful for you. 

I trust this information has helped you understand my approach, philosophies, and policies and your own 
rights and responsibilities as we begin our counseling relationship.  Please sign on the last page to show that 
you have read, understood and agree to all the terms previously described in this disclosure. 

I/we have read and understand the background, philosophy and approach that Linda MacDonald has 
disclosed in this statement. 

I/we also understand and accept the terms as outlined in this statement regarding confidentiality, fees, client 
rights and responsibilities. I/we agree not to ask for copies of my/our counseling records to use against 
another family member in a legal proceeding unless all client members agree & Linda has observed abuse. 

I/we understand that: A) My/our fee is $110 per 45 - 52 minute session, $120 for 53 - 59 minutes, and $130 
for 60 minute sessions (except $170 for the initial appointment). B) Extended appointments, intensives, 
hospital visits and phone consultations will be charged at a rate of $2/ minute. C) I am/we are responsible for 
the cost of my therapy or whatever my/our health insurance does not cover. D) There is a fee for missed 
appointments of at least $50 to cover Linda’s overhead costs. E) If I/we choose to pay in full at the time of 
service, as a courtesy for saving billing/statement costs, the fee will be reduced by $10 (an additional 
discount may be available to persons who are employed by Medicare clients or non-profit organizations 
without health insurance.)  F) I/we may pay by credit card in the office or may pay my/our account through 
PayPal on Linda’s Web site: https://www.lindajmacdonald.com/counseling

CLIENT SIGNATURE (S):    

_______________________________________ DATE:_____________ 

_______________________________________ Date: _____________ 

_______________________________________ Date: _____________ 

     (Parent or Guardian, if client is under 13) 

THERAPIST SIGNTURE: 

_______________________________________ Date: _____________ 

Other Agreements (all parties must initial and date): 

I / we give Linda MacDonald permission to save my /our credit card information to keep on hand for future payments 

for services rendered and missed appointments. I/we understand she will save this information locked in and with 

my/our chart for privacy. 

Signed  by: ______________________   , _____________________  Date:  ____________________ 

https://www.lindajmacdonald.com/fees-payments/
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OPTIONAL although allowed by HIPAA:  I prefer to work in conjunction with your primary care physician and/or 

psychiatrist for occasional consultations regarding the medical nature of your condition.  Please provide the name and 

phone number of the medical provider that you grant me permission to consult with during my work with you: 

“I, the undersigned, hereby authorize Linda J. MacDonald, M.S. to exchange all pertinent information relating to my 

emotional/psychological well-being with the following medical professionals.  I understand that all such 

communications are strictly confidential and limited by the laws of the State of Washington.” 

_________________________________________    &/or ___________________________________ 

      (Name of Primary Care Dr.)                 (phone)               (other medical professional)           (phone) 

__________________________________    __________ 

 (client signature)  (date) 

__________________________________   __________ 

(parent or guardian, if client is under 18)   (date) 

Revised/updated 7/1/09. Amended 8/22/10 & 5/1/13; Payment information updated 1/1/2013; clarified 11/25/13 & 2-25-14; addition of social media 

limitations and fine-tuning of session fees, 2/23/15. New address, fee clarification & disclosure updates, 8-12-2016; 

New address as of 10/1/2017, fee updates 1/01/2018 & 1-01-2019. 
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Client Name:__________________________________________ Date____________ 

 

 

INITIAL INTAKE QUESTIONAIRE 

 
1. What is your main reason for seeking counseling (or consultation/coaching) at this time? 
 

 

 

2. List several goals you would like to achieve through counseling or consultation: 
 

A. 

B. 

C. 

D. 

 

3.  Please describe any significant problems or stressors you are experiencing and for how long: 

 
a. Mental or Emotional: 

 

b. Family Relationships 

 

c. Work or School: 

 

d. Health: 

 

e. Legal Concerns  

 

f. Financial Pressures: 

 

4.  How would you rate your use of alcohol or drugs?  List substances and how often. 

 

5.  Do you suspect you misuse any prescription medications? 

 

6.   Are you concerned about your physical safety?  Please explain. 

 

7.   Please rate the following areas in your life –  

 

“S” for areas you are Satisfied with or a “D” for areas you are Dissatisfied with:  
__  Housing/Living Situation 

__  Employment/Work Situation 

__  Family Support 

__  Education 

__  Spouse/Partner Support 

__  Relationships With Friends 

__  Ability to Care for Yourself 

__  Financial Situation 

 

7.  FAMILY HISTORY:  Please check the following problems in your past and note if occurred in:   

        

C=Current nuclear family, FOO=Family of origin you grew up in,  OR=Other Relatives, or  S=yourSelf   
 

  Substance abuse (alcoholism, drug abuse)   Family “secrets” 

  Other addictions   Infidelity 

  Sexual abuse   Chronic lying 

  Physical abuse   Children out of wedlock 

  Mental or emotional abuse   Abortion 

  Depression   Divorce 

  Suicide or attempted suicide   Religious abuse 

  Mental Illness   Eating Disorders 
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8.  What physical, mental or emotional SYMPTOMS have you experienced recently? Check all that apply. 

 

  Muscle twitches   Wish You Could  Go To Sleep and Never Wake Up 

  Decrease in energy or Fatigue   Wishing you could die to get out of emotional pain 

  Hyperactivity   Suicidal Thoughts or Wishes       Have a plan 

  Impulsiveness   Racing Thoughts or Speech 

  Sexual Problems   Tendency to go off on tangents 

  Restlessness   Difficulty speaking 

  Problems at work, school or academics   Racing Heart 

  Over-aggressiveness   Anxiety 

  Withdrawn from family or friends   Fear of abandonment  

  Stealing or Dishonesty   Panic Attacks 

  Destructiveness   Excessive Worry 

  Disorganization   Flashbacks of Distressing Events 

  Trouble with Authority Figures   Phobias or Excessive Fears 

  Breaking Rules, Pushing Limits   Afraid of Open Spaces 

  Injuring Self (such as cutting, pulling hair, etc.)   Nervousness 

  Trouble with Sleep (too much, too little, insomnia, etc.)   Unsure of What is Real 

  Anger or Hostility   Feel Like You are Outside Your Body Watching Self 

  Depressed Mood or lingering sadness   Sometimes Think You Are Hallucinating 

  Crying Spells or Tears Come Easily   Obsessions, Trouble Getting Thoughts Out of Mind 

  Emotional Highs   Excessive Fears of ___________________ 

  Feeling Guilty   Concerns Others Are Spying or Trying to Poison You 

  Helplessness   Murderous Thoughts or Wishes 

  Hopelessness   Eating Disorder  (starving, binging or purging) 

  Irritability   Emotional eating 

  Feelings of rejection   Unable to Maintain Normal Weight 

  Low Self-Esteem   Dissatisfied With Body Shape or Weight 

  Reduced Interest or Enjoyment in Life   Concern Over Your Use of Alcohol 

  Noticeable Mood Swings   Concern Over Your Use of Drugs 

  Difficulty Thinking or Concentrating   Persistent Desire for Alcohol or Drugs 

  Easily Distracted   Chronic Pain 

 Difficulty Making Decisions   Medical Conditions: 

 Impaired Memory (forget things more  than usual)  

 

9. List all medications you are taking as well as the dosages and the condition being treated: 

 

MEDICATION: To Treat (condition): DOSE: How  Often? When Started: 

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  
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Linda j. MacDonald, M.S., LMFT 

6626 Wagner Way, Ste 200, 

Gig Harbor, WA 98335 

(253) 858-2224, x224 

 

NOTICE OF PRIVACY PRACTICES 
 

This notice describes how medical information about you may be used and disclosed and how you can get access to this 

information.  Please review this notice carefully. 

 

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other 

individually identifiable health information used or disclosed to me in any form, whether on paper, orally or 

electronically to be kept confidential.  This federal law gives you, the patient, new rights to understand and control how 

your personal health information is used.  As required by law, I have prepared this explanation of how I am required to 

maintain the privacy of your personal health information and how I may use and disclose that information. 

 

RECORD KEEPING PRACTICES 

 

Standard practice requires me to keep a record of your treatment.  This includes a general description of your 

emotional and psychological functioning, a diagnosis for insurance billing purposes, goals and approach to treatment, 

symptoms, medications, your progress and homework assignments if given.  This record of treatment is your protected 

health information or “PHI”. I may use or disclose your PHI for treatment, payment, and health care operation 

purposes. 

 

I keep all records in locked files for a minimum of five years.  After that, at some point I will shred or otherwise destroy 

the documents to protect your privacy. Until then, they will be available for your review upon written notice.   

 

USES AND DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION 

 

Without specific written authorization, I am permitted to disclose your health care information for the purpose of 

treatment, payment for services and health care operations.  For example: 

 

Treatment:  I may use or disclose your PHI to coordinate or manage your treatment.  For example, I may need to share 

information with other health care providers involved in your care such as your doctor or a psychiatrist. 

 

Payment: I may disclose your health care information in the process of obtaining reimbursement for services, 

confirming benefits and coverage, billing or collections activities, and utilization review.  For example, I may disclose 

treatment information to an insurance company when obtaining an authorization or referral. 

 

Health Care Operations: I may disclose your PHI during activities that relate to the business aspects of running my 

practice.  Examples of this are quality assessment activities, accounting, case management, legal, audits, insurance and 

administrative services. 

 

 

OTHER USES AND DISCLOSURES THAT DO NOT REQUIRE YOUR AUTHORIZATION  

 

 To report suspected child or elder abuse or neglect 

 To report when you are a threat to yourself or another’s health or safety 

 To report when you are a victim or potential victim of a crime 

 To report when you have committed a crime on my premises or against me. 

 For law enforcement purposes such as when I receive a subpoena, court order, or other legal process. 

 For health and safety oversight activities, such as the Department of Health. 

 For disaster relief purposes. 

 To Military authorities of U.S. and Foreign Military Personnel, or other governmental agency particularly as 

relates to national or public security. 
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 As required by law. 

 To persons involved in your care such as a family member, your personal representative or health care worker 

in cases of emergency, health risks, or death. I may also contact such persons to obtain payment for your 

healthcare. 

 To coroners, medical examiners, or funeral directors as authorized by law. 

 To provide you with appointment or scheduling reminders (such as on voicemail). 

 

 

USES AND DISCLOSURES OF HEALTH CARE INFORMATION WITH YOUR WRITTEN AUTHORIZATION 

 

I will make all other uses and disclosures of your PHI only when your appropriate signed authorization is obtained.  

You may revoke this authorization in writing at any time, unless I have already acted upon a prior authorization you 

permitted. 

 

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION 

 

You have the right: 

 

 To receive, read and ask questions about this notice. 

 Ask me to restrict certain uses and disclosures. While I am not required to grant the request, I will certainly 

honor any request granted. 

 Request and receive a paper copy of my most current Notice of Privacy Practices. 

 To ask me to change your health information, in writing. You may write a statement of disagreement if your 

request is denied, which I will store in your medical record. I am allowed to prepare a rebuttal, which will 

also be stored in your record. 

 When you request, I will give you a list of non-routine disclosures of your health information.   

 To obtain a copy of your own existing protected health information. This request must be in writing and will 

involve a small fee.  

 To ask that your health information be given to you by another means or location. 

 To cancel prior authorizations to use or disclose health information in writing. Your revocation does not affect 

information already released or any prior action taken upon it.  Sometimes you cannot cancel an authorization 

if its purpose was to obtain insurance. 

 To file a complaint without retaliation if you believe I have violated your privacy rights.  This complaint must 

be submitted in writing with me and/or with the U.S. Secretary of Health and Human Services. 

 

THERAPIST’S DUTIES 

 

This notice describes your rights regarding how you may gain access to and control your protected health information 

and how I may use and disclose it.  I am required by law to abide by the terms of this Notice of Privacy Practices and I 

reserve the right to change the terms of this notice at any time.  Any new Notice of Privacy Practices will be effective for 

all personal health care information that I maintain, whether or not you are still in treatment with me.  My revised 

notice will be posted in my office and you may request a copy.   

 

I am my own Privacy Officer.  If you have any questions about this Notice of Privacy Practices, please contact me:  

Linda J. MacDonald, M.S., LMFT, 6626 Wagner Way, Ste. 200, Gig Harbor, WA 98335.  Ph: (253) 858-2224, x224 
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Linda J. MacDonald, M.S., LMFT 

6626 Wagner Way N.W., Ste 200, Gig Harbor, WA 98335 

 

 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 
 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights 

to privacy regarding my protected health information. Federal and state law allows providers to use and disclose your 

protected information to purposes of treatment and care operations.  The therapist will not disclose my record to others 

unless I direct him/her to do so or unless the law authorizes or compels him/her to do so.  

 

I have received your Notice of Privacy Practices containing a more complete description of the uses and disclosures of 

my health information.  I understand that this therapist has the right to change his/her Notice of Privacy Practices 

periodically and that I may contact the therapist at any time to obtain a current copy of the Notice of Privacy Practices. 

 

By my signature below I acknowledge my receipt of the Notice of Privacy Practices. 

 

 

_________________________________________          ____________________ 

Patient signature or legally authorized person                                     Date 

 

 

_________________________________________          ______________________ 

Printed Name                                                                       Relationship (self, parent, 

                                                                                              Guardian, representative) 

 

This Form will be retained in your record 

 

 

OFFICE USE ONLY 

=============================================================== 

I attempted to obtain the patient’s signature in acknowledgement of this Notice of Privacy Practices Acknowledgement, 

but was unable to do so as documented below: 

 

Date: 

 

Initials: Reason: 

 

 

Last updated on 10-16-03 

Name updated on 9-23-04 

Edited some typographical issues 2-26-2016 

New address updated 8/13/16 

New address updated 10/5/2017 

 

 

 

 

 

 

 

 

 

 

 

 

 




