
          
 

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 that this group will be psycho-educational in nature and discussions will focus on application of the 
topic. If I am in need of more intensive counseling, I will contact my referring therapist or a therapist at Shelby Counseling Associates 
can be requested.   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. 

Please Initial: 

_____  I agree to arrive fifteen minutes prior to the session start time to get checked in and to pay for the session. 

_____  I understand I will not be allowed to join the session if I arrive after it has started.  

_____  I will NOT bring food to group therapy. 

_____  I understand payment is required in full ($350) at 1st session and will not be prorated or refunded for any missed sessions. 

_____  I understand group therapy is self-pay only and I will NOT be provided a form to submit for insurance reimbursement. 

_____  I agree to not disclose to anyone outside the group any information that may help to identify another group member. This 
includes, but is not limited to, names, physical descriptions, biological information, and specifics to the content of interactions with 
other group members. 

_____  I agree to turn off my cell phone during group time. If I'm unable to turn it off, I will ensure it is on silent and put away.  

 

Authorization 

 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. 
 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 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 ____________________________ 

Group Treatment Agreement  
Shelby Counseling Associates, PSC 

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


