
 

Welcome to the Managing School Stress & Anxiety Group! 

Group Contract 

 

Program Details 

Your teen’s group will begin on Monday, February 5th from 6-7pm and will meet weekly for 6 

consecutive weeks.  

Investment 
The total cost is $200, and can be paid by cash, credit, or check (made payable to The Center for Family 

Empowerment).  

If you have insurance, a portion of your payment may be reimbursable. You are responsible for checking 

with your insurance company for out of network benefits and what may be covered. All payments for 

group are due at the time of service and are non-refundable.  

Length of Commitment 
This group is a 6-week program. While I certainly understand that your teen might miss a session or two 

due to extenuating circumstances, the program is designed for them to remain enrolled for the entire 6 

weeks and come as consistently as possible. 

Confidentiality 
All information shared in group will be kept confidential, including the fact that your teen is a member of 

this group. I am happy to provide continuity of care with your teen’s therapist, psychiatrist, school 

counselor, or doctor upon request and with written consent. Exceptions to confidentiality include issues 

related to safety: if your teen discloses that they have intent to harm themselves or someone else, or if 

they report that they are being abused in any way which I am mandated to report. If there are any 

concerns about safety, a parent will be notified immediately.  

HIPAA is a federal law that provides privacy protections and patient rights with regard to the use and 

disclosure of your Protected Health Information used for the purpose of treatment, payment, and health 

care operations. Further information can be found here:  

http://www.hhs.gov/ocr/privacy/hipaa/npp_fullpage_hc_provider.pdf.    

Emergencies 

CFE is an outpatient setting and therefore cannot assume responsibility for a client’s day-to-day 

functioning, as some more intensive treatments are designed to do. In the case of an emergency, when 

a client and/or parent fears the client will harm him/herself or another, call 911 or go to your nearest 

emergency room, as this is not an emergency or crisis facility.  

 Local Area Crisis Hotlines:  

 Montgomery County: 1-888-HELP-414 and 1-800-237-4447 

 Philadelphia: 215-951-8300  

 Bucks County: 1-877-435-7709  

 N. Delaware County: 610-352-4703   

 

 



Email and Text Communication 

Please note that email and text messages are not guaranteed to be confidential.  If you choose to use 

these forms of communication, please limit the content to scheduling needs. Please also note that your 

therapist may not be immediately available by email or text, and therefore should never be contacted in 

that form in a crisis situation. 

Social Media 
I do not accept friend or contact requests from current or former clients on any social networking site 

(Facebook, LinkedIn, etc). I believe that adding clients as friends or contacts on these sites can 

compromise your confidentiality and our respective privacy. It may also blur the boundaries of our 

therapeutic relationship. If you have questions about this, please bring them up when we meet and we 

can talk more about it. 

I keep a Facebook Page for my professional practice to allow people to share my blog posts and practice 

updates with other Facebook users. You are welcome to view my Facebook Page and read or share 

articles posted there, but know that actively participating on this page could compromise 

confidentiality. Please note that you should be able to subscribe to the page via RSS without becoming a 

Fan and without creating a visible, public link to my Page. You are more than welcome to do this. Please 

also note that I will never ask for you to "like" or rate any of my pages or content, either directly or 

indirectly. 

Please do not use messaging on Social Networking sites such as Twitter, Facebook, or LinkedIn to 

contact me. These sites are not secure and I may not read these messages in a timely fashion. Do not 

use Wall postings, @replies, or other means of engaging with me in public online if we have an already 

established client/therapist relationship. Engaging with me this way could compromise your 

confidentiality. It may also create the possibility that these exchanges become a part of your legal 

medical record and will need to be documented and archived in your chart.   

If you need to contact me between sessions, the best way to do so is by phone. Direct email at 

jessicapaist@jessicapaist.com is second best for quick, administrative issues such as changing 

appointment times.  

Missed Groups 

One of the best benefits of group work is the group dynamics that are formed and supported. For this 

reason, this group is designed to be attended regularly as inconsistent attendence disrupts the group 

dynamics and is not beneficial for your teen.  

I request at least 24 hours notice if your teen will be missing group.  

Scope of Practice 

This group is a support and psychoeducation group and does not involve the diagnosis of or treatment 

of mental disorders as defined by the American Psychological Association. By enrolling your teen, you 

indicate an understanding that this group is not a substitute for counseling, psychotherapy, mental 

health care, or substance abuse treatment and that you will not use it in place of any form of diagnosis 

or therapy for your child. 

Expectations for Group Behavior 

It is expected that group members actively participate in group in a healthy and appropriate manner. 

Group rules will be discussed further during the first group session, with input from the group members. 

If a group member chooses to be disruptive or inappropriate, the following procedures will be followed: 



- Non-threatening behavioral concerns will be addressed in group with the facilitating therapist. 

While the group member will not be allowed to leave the room unsupervised, they may take a 

break from the current discussion or activity while staying in the room. 

- If there are recurrent behavioral concerns, a parent will be contacted in order to attempt 

implementing a behavioral plan with the hope that the teen will be able to appropriately 

resume group participation. 

- Any threatening or aggressive behavioral concerns will be immediately addressed with the teen 

and a parent. If the behavioral plan is not effective, the teen’s participation in group will be 

terminated.  

- The on-site use of alcohol, drugs, or self-harming behavior will result in immediate parent 

contact and will be terms for immediate termination of group participation.  

- If a group member breaks confidentiality and shares any names or information from group, the 

teen’s participation in group will be immediately terminated. 

By signing this form, you are saying that you understand and agree with the information on the 

preceding pages. Please ask for clarification on anything that seems unclear.  

 

____________________________________________________  ______________________ 

Signature of Teen        Date 

____________________________________________________  ______________________ 

Signature of Parent        Date 

 

__________________________________________________________________________________ 

Emergency Contact Name/Phone/Address  

 

Parent Email Address __________________________________________________________________ 

*Your email address will be used by The Center for Family Empowerment and Jessica Paist, MA only, to 

keep you informed of updates on your child’s progress, office practices, events, and news.  We will 

never sell or otherwise share your information.    

 

 

 

 

  



Authorization for Release of Information and Records  

I have been informed that under Pennsylvania state law and federal HIPPA requirements 

communications between a client and his or her therapist are privileged and may not be disclosed by 

the mental health provider unless the client consents. I also have been informed that client records 

required by a mental health provider may not be disclosed to third parties except with the client’s 

consent or through legal process.  I hereby authorize The Center for Family Empowerment and Jessica 

Paist, MA to disclose, release, and/or obtain records to or from the following parties.  Please include 

name and phone numbers for any contacts listed.   

[  ] My primary care physician, Dr._________________________________________________________    

 

[  ] My family members as listed___________________________________________________________    

 

[  ] My family members as listed___________________________________________________________    

 

[  ] My school counselor__________________________________________________________________    

 

[  ] My caseworker______________________________________________________________________    

 

 [  ] My therapist (for group members)______________________________________________________    

 

[  ] My psychiatrist______________________________________________________________________    

 

 [  ] Other_____________________________________________________________________________ 

This authorization is only for the limited purpose of releasing information to and discussing my case with 

these individuals for the purposes of evaluation and treatment. It shall not be deemed a waiver of any 

privileged communications or confidential information. This authorization shall remain in effect until 

revoked by me in writing.   

Parent Signature______________________________________________Date_____________________    

Client Signature_______________________________________________Date_____________________         



In an effort to complete your file, please complete this form. 

 

Client Name________________________________________________________  DOB_____________ 

Address______________________________________________________________________________ 

 

 City__________________________ State_________ Zip_______________ 

Home Phone_________________________ Ok to leave message? Yes_____ No_____ 

Work_______________________________ Ok to leave message? Yes_____ No_____ 

Cell________________________________ Ok to leave message? Yes_____ No_____ 

Email________________________________________________________________________________ 

Preferred method of communication:______________________________________________________ 

Referred By: __________________________________________________________________________ 

------------------------------------------------------------------------------------------------------------------------------------------        

For Minors: 

Parent/Guardian Name_______________________________________________ DOB______________ 

Relationship to Client__________________________  

Are parents divorced/separated?____________  if yes, both parents must consent if child is under age 14 

Address______________________________________________________________________________  

 

 City_______________ State______ Zip___________ 

Home Phone_________________________ Ok to leave message? Yes_____ No_____ 

Work_______________________________ Ok to leave message? Yes_____ No_____ 

Cell________________________________ Ok to leave message? Yes_____ No_____ 

Email________________________________________________________________________________ 

Would you like to receive:  Text communication from therapist: Yes_____ No_____ 

Email communication from therapist: Yes___ No____ 

           Emails on general practice information: Yes_____ No_____ 

Preferred method of communication:______________________________________________________ 

Family Dr./Pediatrician__________________________________________________________________ 

 


