
Consent for Group Counseling

COUNSELOR (IF APPLICABLE): ______________________

CLIENT FIRST NAME: _____________________

MIDDLE INITIAL: ____

CLIENT LAST NAME: _______________________

ADDRESS: _______________________________

CITY: _____________STATE: _____ZIP CODE: _______

EMERGENCY CONTACT NAME:

________________________________________

RELATION TO CLIENT:

________________________________________

EMERGENCY CONTACT PHONE #:

________________________________________

GENDER IDENTITY: ___________

PRONOUNS: _______________

EMAIL: _________________________________

PHONE: _________________________________

PREFERRED COMMUNICATION: __________________

PRIMARY INSURANCE:

_________________________

MEMBER ID:

_________________________

GROUP #:

__________________________

SSN: _______________ DOB: ______________



INFORMED CONSENT FOR GROUP THERAPY

THE SUCCESS OF GROUP THERAPY DEPENDS UPON A HIGH DEGREE OF TRUST BETWEEN YOU, YOUR GROUP FACILITATOR, AND

FELLOW GROUP MEMBERS. THIS DOCUMENT HAS BEEN PREPARED TO FULLY INFORM YOU OF WHAT TO EXPECT FROM GROUP

THERAPY, YOUR GROUP, AND YOUR GROUP FACILITATOR.

UNDERSTANDING GROUP THERAPY

GROUP THERAPY IS A PROCESS OF UNDERSTANDING MORE ABOUT YOURSELF AND OTHERS IN A SAFE ENVIRONMENT. IN DBT

GROUP SESSIONS, YOU WILL HAVE THE OPPORTUNITY TO EXPLORE PATTERNS OF THINKING AND BEHAVING THAT ARE SIMILAR TO

HOW YOU RELATE TO OTHERS IN YOUR LIFE. OBJECTIVES OF GROUP THERAPY INCLUDE, BUT ARE NOT LIMITED TO:

● DEVELOP SKILLS TO ASSIST YOU IN REACHING YOUR GOALS.

● FEEL A SENSE OF SUPPORT FROM OTHER GROUP MEMBERS.

● UNDERSTAND MORE ABOUT YOURSELF AND YOUR FAMILY SYSTEM.

● IDENTIFY AND EXPLORE THOUGHTS, FEELINGS, AND BEHAVIORS THAT HOLD YOU BACK.

● LEARN HOW TO IMPROVE RELATIONSHIPS WITH OTHERS.

YOU ARE WELCOME TO SHARE AS MUCH OR AS LITTLE ABOUT YOURSELF WHILE IN THE GROUP, HOWEVER, THE MORE OPEN YOU

ARE THE BETTER EXPERIENCE YOU WILL HAVE. YOU ARE WELCOME TO ASK QUESTIONS AT ANY TIME. THE MORE DEEPLY YOU

UNDERSTAND THIS PROCESS OF THERAPY, THE MORE EFFECTIVELY YOU WILL BE ABLE TO INCORPORATE POSITIVE CHANGE INTO

YOUR LIFE.

CONFIDENTIALITY

IT IS IMPORTANT THAT YOU FEEL COMFORTABLE IN GROUP TO TALK FREELY ABOUT WHATEVER IS BOTHERING YOU. SOMETIMES

YOU MIGHT WANT TO DISCUSS THINGS THAT YOU DO NOT WANT THOSE OUTSIDE OF THE GROUP TO KNOW ABOUT. YOU HAVE

THE EXPECTATION OF PRIVACY IN GROUP SESSIONS.

GROUP MEMBER’S AGREEMENT FOR CONFIDENTIALITY

ALL MEMBERS OF THE GROUP WILL BE ASKED TO AGREE TO A HIGH LEVEL OF CONFIDENTIALITY IN THE GROUP SESSIONS. THIS

MEANS THAT EACH PARTICIPANT AGREES NOT TO SHARE ANY OTHER GROUP MEMBER’S IDENTITY AND PERSONAL INFORMATION

WITH OTHERS. IT IS APPROPRIATE TO SHARE YOUR PERSONAL REACTION AND FEELINGS ABOUT THE GROUP WITH OTHERS, BUT

PLEASE DO NOT SHARE OTHER PEOPLE’S STORIES WITH ANYONE OUTSIDE OF GROUP.

CONSISTENT ATTENDANCE

IT IS VERY IMPORTANT THAT YOU CONSISTENTLY ATTEND SCHEDULED GROUP THERAPY SESSIONS. ALTHOUGH ILLNESS, UNEXPECTED

EVENTS, OR VACATIONS MAY OCCASIONALLY INTERRUPT YOUR THERAPY, CONSISTENT ATTENDANCE PLAYS A VITAL ROLE IN HELPING

YOU, AND YOUR FELLOW GROUP MEMBERS ACHIEVE YOUR DESIRED GOALS. PLEASE BE AWARE THAT YOUR ABSENCES NEGATIVELY

INFLUENCE THE PROGRESS OF YOURSELF AND OTHER GROUP MEMBERS. IF FOR ANY REASON YOU ARE UNABLE TO ATTEND A

GROUP SESSION, PLEASE INFORM YOUR GROUP FACILITATOR. ONCE STARTING A GROUP, YOU ARE RESPONSIBLE FOR THE FULL FEE

EVEN IF YOU DO NOT ATTEND ALL SIX SESSIONS. SOME INSURANCE IS ACCEPTED. IN THE EVENT INSURANCE DOES NOT COVER

GROUP SESSIONS, YOU WILL BE RESPONSIBLE FOR THE OUT-OF-POCKET EXPENSE.



HIPAA

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

Please review it CAREFULLY.

The privacy of your health information is important to me.

MY LEGAL DUTY

I am required by applicable federal and state law, as well as the ethics of the counseling

profession, to maintain the privacy of your health information. I am also required to give you

this Notice about my practices, my legal duties, and your rights concerning your health

information. I must follow the privacy practices that are described in this Notice while it is in

effect. This Notice takes effect January 1, 2006 and will remain in effect until I replace it.

I reserve the right to change my privacy practices and the terms of this Notice at any time,

provided such changes are permitted by applicable law. I reserve the right to make the changes

in my privacy practices and the new terms of my Notice effective for all health information that I

maintain, including health information that I created or received before I made the changes.

Before I make significant change in my privacy practices, I will change this Notice and make the

new Notice available upon request.

You may request a copy of my Notice at any time. For more information about my privacy

practices, or for

additional copies of this Notice, please contact me using the information listed at the top of this

Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

I use and disclose health information about you for treatment, payment, and healthcare

operations. For example:

TREATMENT: I may use or disclose your health information to a physician or other

healthcare provider providing treatment to you.

PAYMENT: I may use and disclose your health information to obtain payment for services

I provide to you.



HEALTHCARE OPERATIONS: I may use and disclose your health information in

connection with my healthcare operations. Healthcare operations include quality

assessment and improvement activities, reviewing the competence or qualifications of

healthcare professionals, evaluating practitioner and provider performance, conducting

training programs, accreditation, certification, licensing, or credentialing activities.

YOUR AUTHORIZATION: In addition to my use of your health information for treatment,

payment, or healthcare operations, you may give me written authorization to use your health

information or to disclose it to anyone for any purpose. If you give me an authorization, you

may revoke it in writing at any time. Your revocation will not affect any use or disclosure

permitted by your authorization while it was in effect. Unless you give me a written

authorization, I cannot use or disclose your health information for any reason except those

described in this Notice.

TO YOUR FAMILY AND FRIENDS: I may disclose your health information to you, as described in

the Patient Rights section of this NOTICE. I may disclose your health information to a family

member, friend, or other person to the extent necessary to help with healthcare or with

payment for your healthcare, but only if you agree that I may do so.

PERSONS INVOLVED IN CARE: I may use or disclose health information to notify or assist in the

notification of (including identifying or location) a family member, your personal representative,

or another person responsible for your care, of your location, your general conditions, or death.

If you are present, then prior to use or disclosure of your health information, I will provide you

with an opportunity to object to such uses or disclosures. In the event of your incapacity or

emergency circumstances, I will disclose health information based on a determination using my

professional judgment disclosing only health information that is directly relevant to the person’s

involvement in your healthcare. I will also use my professional judgment and my experience

with common practice to make reasonable inferences of your best interests in allowing a person

to pick up filled prescriptions, medical supplies, or other similar forms of health information.

MARKETING HEALTH-RELATED SERVICES: I will not use your health information for marketing

communications.

REQUIRED BY LAW: I may use or disclose your health information when I am required to do so

by law.



ABUSE OR NEGLECT: I may disclose your health information to appropriate authorities if I

reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the

possible victim of other crimes. I may disclose your health information to the extent necessary

to avert a serious threat to your health or safety or the health or safety of others.

NATIONAL SECURITY: I may disclose to military authorities the health information of Armed

Forces personnel under certain circumstances. I may disclose to authorized federal officials’

health information required by lawful intelligence, counterintelligence, and other national

security activities. I may disclose to correctional institutions or law enforcement officials having

lawful custody of protected health information of inmate or patient under certain

circumstances.

APPOINTMENT REMINDERS: I may use or disclose your health information to provide you with

appointment reminders (such as phone or voice messages).

PATIENT RIGHTS:

ACCESS: You have the right to look at or obtain copies of your health information, with

limited exceptions. You may request that I provide copies in a format other than

photocopies. I will use the format you request unless I cannot practicably do so. I will

charge you a fee for expenses such as copy costs and copy/preparation time. You may

also request access by sending me a letter to the address at the end of this Notice. If you

request copies, I will charge you for my time (at my regular hourly rate of $150), copy

costs, and postage if you want the copies mailed to you. If you request an alternate

format or a summary/explanation of your health information, I will charge my regular

hourly fee for providing your health information in that format.

[Note: In the event that your records are co-mingled (i.e., if you are a part of a Child

Custody Evaluation, Family Court Case, family therapy, mediation, or marriage

counseling), I need a signed consent by all parties involved in order to release records.

Third party records in your file (i.e. doctors, other professionals, and references) have

the right to confidentiality, and will not be released by this office unless ordered to do so

by law. Please contact those professionals directly for records.]

DISCLOSURE ACCOUNTING: You have the right to receive a list of instances in which I or

my business

associates disclosed your health information for purposes, other than treatment,

payment, healthcare operations and certain other activities, for the last six years, but

not before January 1, 2006. If you request this accounting more than once in a 12-month



period, I may charge you a reasonable, cost-based fee for responding to these additional

requests.

RESTRICTIONS: You have the right to request that I place additional restrictions on my

use or disclosure of your health information. I am not required to agree to these

additional restrictions, but if I do, I will abide by our agreement (except in an

emergency).

ALTERNATIVE COMMUNICATION: You have the right to request that I communicate with

you about your health information by alternative means or to alternative locations. (You

must make your request in writing.) Your request must specify the alternative means or

location and provide satisfactory explanation how payments will be handled under the

alternative means or location you request.

AMENDMENT: You have the right to request that I amend your health information. (Your

request must be in writing, and it must explain why the information should be

amended.) I may deny your request under certain circumstances.

QUESTIONS AND COMPLAINTS

If you want more information about my privacy practices or have questions or concerns, please

contact me.

If you are concerned that I have violated your privacy rights, or you disagree with a decision I

made about access to your health information or in response to a request you made to amend

or restrict the use or disclosure of your health information or to have me communicate with you

by alternative means or at alternative locations, you may complain to me using the contact

information listed at the end of this Notice. You also may submit a written complaint to the U.S.

Department of Health and Human Services upon request.

I support your right to privacy of your healthcare information. I will not retaliate in any way if

you choose to file a complaint with me or with the U.S. Department of Health and Human

Services

Office Policy and Financial Responsibility Statement

Please carefully read the following information regarding private pay rates, insurance,
length of sessions, late arrivals, late cancellations, and emergency calls.

Private Pay Rates:



· DBT Group Therapy: $20 per session

· By agreeing to the private pay rate, you are consenting to opt out of any

insurance claim submission or reimbursement from insurance. Once a session

is paid at the private pay rate, Gilbert Counselors, LLC will not submit a claim

to insurance. Gilbert Counselors will provide a superbill if you request it.

Insurance and Financial Responsibility Statement:

· If you have insurance that covers the group, and it will cover the $20 private

pay rate, we will gladly bill your insurance for coverage.

· We do bill some insurance companies, depending on the counselor. Billing

insurance does not guarantee payment for services. It is your responsibility to

verify your insurance benefits and associated costs. Copays and/or out-of-pocket

costs are due at the time of service.

· You are responsible for any balance resulting from, but not limited to copays,
coinsurance, deductible, unpaid claims, etc. The non-insurance rates will be
assessed for any missed appointments.

· You will be charged the private pay rate for missed appointments. A pattern

of canceled or missed sessions may be indicative of problems in commitment

to therapy and will be addressed in session. Missing or canceling three

sessions within a 90-day period may result in termination of services. If you

are late to an appointment, the therapy session will still end at the scheduled

time. A missed appointment fee is not eligible for reimbursement with a FSA,

HSA, or HRA. This fee will be charged to another form of payment, such as a

credit card.

· Payment is due at the beginning of each session. Core Balance Counseling

accepts HSA/HRA cards, cash, check, or credit card. Returned checks will be

assessed a processing fee of $25.00.

· You are financially responsible for all charges incurred for treatment. You will be

held liable for any balance due on this account and that this balance will be due

and payable on demand. Overdue accounts, with my name on them, may be

submitted to a collection agency.

NOTE REGARDING CRISIS & EMERGENCIES

The office line of Core Balance Counseling, LLC as well as the therapists’ individual phone

number is NOT an emergency number. If you are experiencing a non-emergency and

need to contact a mental health professional for assistance, you may leave a voicemail

and the front desk, or your therapist, will get back to you as soon as possible or within

24-48 hours Monday-Friday.



Emergency Medical Services:

If the situation is potentially life-threatening, get immediate emergency assistance by

calling 911, available 24 hours a day, or go to the closest emergency room.

In the event of an emergency and you need immediate help, please call the Crisis Line at

(602) 222-9444.

The 988 Suicide & Crisis Lifeline (formerly known as the National Suicide Prevention

Lifeline) offers 24/7 access to call, text, and chat with trained crisis counselors. Learn

more here: https://www.samhsa.gov/find-help/988/faqs

For mental health and substance abuse disorders, you can find a treatment facility by

visiting https://findtreatment.gov/

Other resources are available on our website, www.corebalancecounseling.com

Notification of Supervision: Clinical Interns and Licensed Associate Counselors

This notification is being provided to you for transparency and coordination

of care. I am a Master’s level therapist, and I provide therapy under clinical

supervision. Please note that as a therapist I discuss my cases with my

supervisor who provides clinical oversight over the services I provide within

the practice. My supervisor is a Licensed Professional Counselor who is

approved by the Arizona Board of Behavioral Health Examiners to provide

clinical supervision to providers that are clinical interns or licensed at the

associate level. If you would like to contact my supervisor directly to discuss

treatment or address concerns, you may request their contact information.

Your active participation in treatment decisions is crucial to meeting

identified goals. All services are voluntary (unless otherwise specified), and

you have the right to end services at any time. There could be times when

we might advise against ending services, as it could lead to greater risks.

However, you are entitled to decline services at any time and at your own

discretion.

https://findtreatment.gov/
http://www.gilbertcounselors.com


ACKNOWLEDGEMENT OF INTAKE FORMS

I ACKNOWLEDGE THAT I HAVE READ AND AGREE WITH THE FOLLOWING DOCUMENTS:

· HIPAA

· INFORMED IN-PERSON GROUP CONSENT

· OFFICE POLICY AND FINANCIAL RESPONSIBILITY STATEMENT

· NOTIFICATION OF SUPERVISION (IF APPLICABLE)

BY SIGNING THIS AGREEMENT, I AM ACKNOWLEDGING THAT I HAVE READ, UNDERSTAND, AND AGREE TO ADHERE TO GILBERT

COUNSELORS’ CLINICAL POLICIES AND PROCEDURES REGARDING REGISTRATION POLICY AND PROCEDURE, NO

SHOW/CANCELLATION POLICY AND PROCEDURE, BILLING POLICY AND PROCEDURE, HIPAA AND CONSENTS REGARDING

TREATMENT, TELEHEALTH, AND GROUP THERAPY (IF APPLICABLE).

__________________________________________________________________________

Name of Client as well as Guardian if applicable

_________________________________________________________________________

Signature of Client or Guardian Date


