
          
 

By my signature to this document, I agree to enter into a contract to receive professional services with staff of Shelby Counseling 
Associates, (SCA).  I understand all clinical staff are licensed by the State of Kentucky and have met all requirements for professional 
practice as stipulated by Kentucky State regulations for independent clinical practice.  As part of this agreement, I understand that all 
communications with and on behalf of myself will be treated as confidential by all staff.  Any written records pertaining to my care 
will be retained by SCA for up to seven years following termination of my treatment and will then be destroyed. 

Any change in schedule by a therapist that affects my appointment time will be communicated to me by SCA administrative staff so 
as to avoid unnecessary travel or changes in my schedule.  I accept responsibility to communicate my need to cancel or reschedule 
an appointment with SCA at least twenty four hours in advance of the appointment.  I realize my failure to call and speak directly 
with administrative staff or to leave a voice message advising of my need to cancel or reschedule will result in a missed appointment 
charge of up to $50.00 (fifty dollars).____________(Please initial) 

I understand that it is my responsibility to provide all current insurance information to SCA at time of initial contact and upon any 
changes in my coverage.  I understand SCA will contact my insurance carrier for all coverage approvals.  I am financially responsible 
for any services not approved or covered by my insurance carrier, whatever the reason (including failure to get initial approval) for 
denial by insurance.  I also understand and agree that I will be responsible for any expenses associated with the collection of debts 
not paid within 60 days associated with counseling or evaluations conducted by this practice. 

I understand that a posted Charge Schedule is available at SCA and that at no time will I be billed at rates greater than those posted.  
In the event I need to speak with a therapist after hours or on weekends or holidays, I understand that emergency only coverage may 
be available and that calls greater than five minutes will be billed to clients at a rate (not covered by insurance) published in the Charge 
Schedule. 

 Authorization  

 I authorize this form for all insurance submissions. 
 I authorize release of information to all insurance carriers. 
 I authorize communication between this office and my Primary Care Physician or any other referring professional related to 

my mental health care. 
 I understand that I am responsible for my bill whether or not my insurance pays. 
 If I provide a wireless telephone number and/or an email address, I consent to receive calls, text messages, and/or email 

communications regarding billing and payment for items and services unless I notify SCA to the contrary in writing.   
 I understand that calls, text messages, and emails include but are not restricted to pre-recorded messages, artificial voice 

messages, automatic telephone dialing devices or other computer assisted technology, or by electronic mail, text messaging 
or by any other form of electronic communication from SCA, affiliates, contractors, servicers, clinical providers, attorneys, 
or its agents to include collection agencies. 

 I understand that all third party payers when involved in my care may review my confidential information included in my 
chart, i.e., managed care. 

 I will hold harmless SCA for any confidentiality breaches associated with third party managed care entities that may review 
my record. 

 I understand that if my insurance has not paid a “clean claim” within forty-five days, I agree to begin making monthly 
payments. 

 I authorize SCA to act as my agent in helping to obtain payment by my insurance company. 
 I authorize direct payment to SCA. 
 I agree to allow a copy of this authorization form to be in place of the original. 

Client Printed Name __________________________________________________________________________________________ 
                                           First                                              Middle                                       Last 

 

Client Signature_____________________________________________________________ Date_____________________________ 

Parent Signature (if applicable)_________________________________________________ Date ____________________________ 

Treatment Agreement and Insurance Authorization 
Shelby Counseling Associates, PSC 

12701 Townepark Way, Barkley Bldg, Suite 200, Louisville, KY 40243 
30 Stonecrest Ct, Suite 103, Shelbyville, KY  40065 


