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    Pastoral Counseling Center of St. Mary’s, Inc.       

        P.O. Box 914                                                           United Way Agency
        Lexington Park, Maryland 20653

         301 - 863 – 9333


Group confidentiality AGREEMENT & CONSENT FOR TREATMENT FORM
Please read the following before signing below:
I have read and understood the information contained in this document.
In signing this Client Agreement and Consent for Treatment form, I acknowledge that:

· I do hereby consent to treatment by the Pastoral Counseling Center of St. Mary’s, Inc.

· I voluntarily enter into group therapy with the therapist whose name is listed below.

· I may withdraw from treatment at any time unless treatment is mandated by court.

· I am 18 years of age or over and have not been declared incompetent by a court of law, or

· I am the parent/legally-appointed guardian or other authorized representative of the client to be treated if such client is 17  years of age or younger, or

· Although under the age of 18, I am legally empowered to consent to treatment per the conditions outlined in the Code of Maryland Regulations (COMAR)

· I acknowledge that I am financially responsible to PCC as described in Information about PCC Services document. 

· I agree to work within the following Group Guidelines 

· Group starts and ends promptly.  I will arrive early in order to begin in a timely fashion.

· I require and expect confidentiality for myself and others. For the emotional safety and comfort of all group members I will discuss no personal information shared in the sessions with anyone outside of group. I expect others in the group to agree to the same.
· I recognize that I often learn something important about my own process through hearing another’s narrative. I affirm that it is an important part of my integration of learning to be able to talk and share personal learning. Appropriate sharing with non-group members preserves the confidentiality of group members. For example: “In therapy group, one of the members was describing the impact of  … (an event in that person’s life) and as I listened, I recognized that I have been doing/experience similar things/feelings. I chose to make the following changes.” Or, “I feel … knowing I am not alone in feeling the way I do.” 

· I believe the presence of group members is important to the safety and trust of the group.  I am aware of the impact others’ absence has for me.  I will give as much advance notice as possible when I am unable to attend.
· I will address any concern regarding the group itself, or the participation of a particular member, in that member's presence and discuss the concern within the group.  I will maintain boundaries so that what happens outside the group stays outside, unless it affects our ability to participate in group.

· I choose to give priority to any member in crisis.

· I will treat group members with respect and compassion and expect reciprocation. To me this means:

· No one pressures another to do or say anything a member is not ready to do or tries to make decisions for another member.

· Members give each other their attention when another is speaking.

· Members ensure that everyone who wishes to speak has a chance to do so.  Be careful to share time.

· Members are open and honest with each other.  It is O.K. to disagree or express a different opinion.  What matters is that this is done respectfully.

· Members will respect environmental sensitivities by refraining from applying fragrance before group.

· Members will not use proper names when talking about non-members of the group.

· My cell phone will be I silent mode, on vibrate or turned off. If I must respond to a call, I will excuse myself at an appropriate time from the group, allowing for respectful process of the interruption.

I further acknowledge the following:

· My therapist will inform me of possible risks in my seeking therapy and will work with me in determining an appropriate course of treatment.

· I understand my right to have simple, clear explanations for treatment recommendations. I have the right to refuse such recommendations.

· I have been informed that my therapist ______________________ is a [ ] Staff Therapist [ ] Therapist Intern.

This form is an agreement between __________________________ and PCC. When we refer to “you” below, it will mean your child, relative, or other person if you have written his/her name here:









.

I acknowledge that the information contained in the Client Agreement and Consent for Treatment Form has been made available to me, explained to me, or read by me and that it was presented in clear, non-technical language. My signature affirms that the information is understood by me and enables me to make an informed voluntary consent to therapy.

If client is a minor:  I give permission for this minor child to receive therapy and for this minor child to receive therapy without a parent or guardian present.

Print Client’s Name: 




Signature of Client, Parent, Guardian or Representative

Date

Authority to Represent Client

Signature of Therapist





Date

I understand that this authorization is in effect until my case is closed by PCC or until I revoke it in writing.

I hereby acknowledge that: 

· I have read and understand the information contained in this consent and that I am the Client or am authorized to act on behalf of the client to sign this document verifying consent to the above stated terms.

· A copy of PCC’s Notice of Privacy Policies has been made available to me. I am also aware that copies are posted in the waiting area for review.

Print Client’s Name: 




Signature of Client, Parent, Guardian or Representative

Date

Authority to Represent Client

Signature of Therapist





Date
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