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Practice Policies for the 4-Week Online Groups

Appointments & Cancellations
Group sessions are typically 90-minutes and will be comprised of the therapist and up to four other 
individuals. Participants must be residents of either Kansas or Missouri and must have submitted the 
paperwork prior to the session in order to be eligible to participate. 

These are “closed” groups which means that the spaces in the group are reserved for the same people. 
These groups are intended to run for four weekly sessions. If a group participant would like to continue
working with the therapist after the four week group concludes, they have the option of scheduling 
individual sessions or becoming part of a new, ongoing closed group for a fee. 

Financial Policies
The regular session fee is $90 per individual 45-minute session or $40 per group session (usually 90 to 
120 minutes). The therapist participates in the Open Path program and offers a sliding scale for 
qualifying individuals of $30-$60 per individual session based on income or $15 - $30 per group 
session based on income. These four-week, closed group sessions are offered free of charge as the 
therapist’s way of contributing to her community. Because of this, the therapist requests that people 
who can afford therapy make appointments with her and leave these free spaces for those who 
otherwise wouldn’t have access.

The therapist does not want to be called to court for custody disputes, etc. Therefore, her fee for being 
called to court, even if it is just an hour, is $1,600 per day. Time spent traveling or for preparation (such
as phone calls or meetings with your attorney) outside of court is billed at $200 per hour. 

Communication Outside of Sessions
Email and text are not considered to be secure modes of communication because they pass through 
third party equipment as they go between the sender and receiver. Best practice is to not write anything 
you wouldn’t mind seeing on the front page of a newspaper. However, if you initiate communication by
text or email, the therapist will consider this permission to respond using the same system.

If you have an emergency, please call 911 or go to the nearest emergency room. The therapist is not on 
call 24/7. The therapist will do her best to return your call within 24 business hours. Phone calls that 
last more than 10 minutes will be charged at the prorated amount. 

If the therapist encounters you in a public setting, the therapist will not acknowledge you unless you 
make the first contact. This is to protect your confidentiality. The therapist does not “like” or “friend” 
clients on social media as this also guards your confidentiality.



Kansas Medical Waiver
Because the therapist practices under both Missouri and Kansas law, even if she sees you at her 
Missouri office or even if you live in Missouri, she must also follow Kansas law. Kansas law requires 
therapists to consult with your primary care physician or psychiatrist to determine if there may be a 
medical issue that is contributing to your symptoms. If you do not wish for the therapist to consult with 
your doctor, you will need to sign the waiver included in your paperwork.

Patient Confidentiality
The information you share with the therapist will be kept confidential aside from the following 
exceptions:
1. Mandated reporting of suspicious physical or sexual abuse or a child or someone who is in need of 
protection (i.e. dependent adult).
2. Threats of suicide or homicide.
3. Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ 
records.
4. If you, the client sign a release of information.
5. To defend myself or my practice in court of law.
6. As required by law (i.e. when asked to provide information in legal cases when under court order)
7. As a Provisional Licensed Professional Counselor in Missouri and a Licensed Professional 
Counselor in Kansas, the therapist is under supervision and may share information with her supervisor, 
Jennifer Agee. The supervisor is bound by the same rules of confidentiality.
**Information that can be requested includes, but is not limited to: types of services, dates/times of 
services, diagnosis, treatment plan, description of impairment, progress of therapy, case notes and 
summaries.

Please realize that the therapist cannot guarantee the confidentiality of the participant’s location. Each 
participant is responsible for making sure they are in a private space for the group. Additionally, each 
participant is expected to maintain the confidentiality of other group members.

Telemental Health
The therapist is Board-Certified in telemental health (video counseling) and will make this option 
available to clients when appropriate. The same confidentiality applies to the therapist, with the 
exception that the therapist cannot guarantee confidentiality on the client’s end which is out of the 
therapist’s control. In group sessions the therapist cannot guarantee that other group members will keep
confidential the group discussion but such confidentiality is an expectation of those participating in the 
group. There are potential risks, consequences, and benefits of telemedicine. Potential benefits include, 
but are not limited to improved communication capabilities, providing convenient access to up-to-date 
information, consultations, support, reduced costs, improved quality, change in the conditions of 
practice, improved access to therapy, better continuity of care, and reduction of lost work time and 
travel costs. Effective therapy is often facilitated when the therapist gathers within a session or a series 
of sessions, a multitude of observations, information, and experiences about the client. Therapists may 
make clinical assessments, diagnosis, and interventions based not only on direct verbal or auditory 
communications, written reports, and third person consultations, but also from direct visual and 
olfactory observations, information, and experiences. When using information technology in therapy 
services, potential risks include, but are not limited to the therapist’s inability to make visual and 
olfactory observations of clinically or therapeutically potentially relevant issues such as: your physical 
condition including deformities, apparent height and weight, body type, attractiveness relative to social 
and cultural norms or standards, gait and motor coordination, posture, work speed, any noteworthy 
mannerism or gestures, physical or medical conditions including bruises or injuries, basic grooming 



and hygiene including appropriateness of dress, eye contact (including any changes in the previously 
listed issues), sex, chronological and apparent age, ethnicity, facial and body language, and congruence 
of language and facial or bodily expression. Potential consequences thus include the therapist not being
aware of what he or she would consider important information, that you may not recognize as 
significant to present verbally to the therapist. 

Potential Risks and Benefits of Therapy 
It is important to understand that therapy has potential benefits as well as emotional risks. Sessions may
bring about intense emotions and new or long avoided thoughts may arise and be painful, at least 
initially. Making changes, even beneficial ones, can evoke feelings of fear or worry and can be 
disruptive to some relationships. It is important for you to consider carefully whether these or other 
risks are worth the benefits to you of changing. Most people who take these risks find that counseling is
helpful and the change is positive. 

Ending the Counseling Relationship
The counseling relationship is meant to end at some point and for this group that will be at the 
conclusion of the 4th session. The client may make the decision to end at any time. It is most beneficial 
if the conclusion of services be discussed in regular session rather than over the phone. Our sessions 
will be limited by either: rules of insurance, your choice, mutual decision that goals are met, or my 
assessment that I am not the best clinician to work with you at this time. If the latter is the case, the 
therapist will provide the names of other clinicians. 

Client Rights and Responsibilities
The client has the right to:
•be informed about your therapist’s education, experience, and professional licensure.
•have all that you say treated confidentially and to be informed of any state laws which limit 
confidentiality within the counseling relationship.
•considerate, safe, and respectful care without discrimination as to race, ethnicity, gender, sexual 
orientation, age, or religion.
•have an interpreter provided for you, if needed, at no cost to you.
•ask questions about the counseling techniques and strategies and you have the right to participate in 
goal setting.•see the contents of your file (progress notes, assessments, etc), with advance notice.
•say “no” and decline any aspect of therapy, such as a counseling technique, without negative 
repercussions. If your therapist believes that the approach she recommends is the best approach 
and is not comfortable with the approach you wish to take, your therapist will give you referrals to 
other qualified professionals she believes can help you.
•terminate therapy at any time and without repercussions (aside from court-ordered therapy). Should 
you choose to terminate therapy, you have the right to get referrals from your therapist to other 
professionals who are qualified to help you.

The client is responsible for:
•scheduling appointments, either with the therapist or through the client portal.
•giving at least 24 hours of notice when you need to cancel or reschedule an appointment.
•helping to set therapeutic goals, for doing any homework you agree to do, and for keeping your 
therapist updated on your progress.

Supervision and Concerns
As a Provisional Licensed Professional Counselor in Missouri and a Licensed Professional Counselor 
in Kansas, the therapist is under the supervision of Jennifer Agee. If you ever have an issue or concern 



about the therapist, you may talk to Jennifer Agee at (913) 237-3011. Additionally, you may call the 
regulating body of the appropriate state. In Kansas, this is the Behavioral Science Regulatory Board at 
(785) 296-3240. In Missouri, this is the Committee for Professional Counselors at (573) 751-0018.



Alicia Polk, LPC, PLPC
Vitalis Counseling

605 Cherry St., Suite 320
Belton, MO 64012

Practice Policies

My signature indicates that I have been given a chance to ask questions, that I have read and 
understand and agree to the items contained in this document, and that I give my consent for treatment 
by Alicia Polk, PLPC, LPC.

Signature: _________________________________________________________________________

Printed name: ___________________________________________________

Date___________________________________________________

Acknowledgment of Receipt of Notice of Privacy Practices

I hereby acknowledge that I have received a copy of this practice’s Notice of Privacy Practices 
Pursuant to HIPAA. I further acknowledge that I can request a current copy at any time or view it at 
https://vitaliscounseling.com.

______________________________________________________       ________________
Client Signature Date

Unencrypted Texts and Email

The therapist’s texting and email is not encrypted and is therefore not considered secure. If you initiate 
communication with the therapist via text or email, the therapist considers this your permission to 
respond via the same manner (text or email). I acknowledge and understand this policy:

______________________________________________________       ________________
Client Signature 



Alicia Polk, LPC, PLPC
Vitalis Counseling
605 Cherry Street
Belton, MO 64012

816-226-4678

WAIVER OF MEDICAL AND PSYCHIATRIC CONSULTATION

I understand that under the provisions of Kansas law KSA 65-6404 (b) (3), my counselor is required to 
consult with a primary care physician or psychiatrist to determine if there may be a medical condition 
or medication that may be causing or contributing to any signs of a mental disorder that she may have 
observed while working with me. By signing below, I am indicating that I waive such mandated 
consultation and that I do not wish for my counselor to contact my physician or psychiatrist. I 
understand that, although I have waived my right for consultation, as concerns arise, my counselor may
approach me again to discuss symptoms of concern. If there is a need for further consultation, I will be 
asked to complete an Authorization for Release of Information to allow for such consultation. In the 
event that my counselor addresses the need for further consultation, and I do not currently have a 
primary care physician or psychiatrist, I acknowledge that my counselor may recommend that I seek 
medical consultation or provide me with appropriate referrals. I understand that I have the right not to 
sign this waiver and that doing so provides my counselor the full right and requirement to make 
appropriate consultation. I am also aware that this waiver will become part of my client record. 

Client signature: _____________________________________________ Date: _________________

Acknowledgment of Financial Policy

I understand that this four-week group is being offered free of charge to people who otherwise wouldn’t
be able to afford counseling. I understand that if I can afford therapy I am asked to leave this spot in the
group for someone who cannot afford it. 

Client signature: _____________________________________________ Date: _________________



Agreement for Group Therapy

This group will meet at the same day and time for four consecutive weeks. The purpose of this group is
to provide a safe space to process the challenges and stresses resulting from the coronavirus epidemic 
and the changes it may be making in the way you live your everyday life. This includes worries and 
anxieties about the epidemic or its effects on your life or the lives of people you love; it includes issues 
resulting from the epidemic, such as loss of income; and it includes people who are feeling lonely and 
socially isolated as a result of remaining in self-quarantine during this time period.

As a member of this group, I agree to openly talk about my thoughts and feelings, honestly reporting 
my behaviors, and exchanging helpful feedback with other members of the group. I will do my best to 
attend all meetings of this group even if I do not always feel like it. If I cannot attend, I will let the 
therapist know prior to the meeting.

I understand that group therapy is not a replacement for individual therapy and not all issues are 
appropriate for group therapy. If such an issue arises during the group session, the therapist may let me 
know this is something which needs to be discussed with a therapy in an individual session. The 
therapist will be willing to offer referrals outside of the group session.

I understand and agree to the following rules which are designed to protect participant confidentiality:
• We will use first names. 
• Contact information may be exchanged on a person by person basis if desired by participants 

but is not expected or required.
• No personal information about group members will be shared with people outside of the group. 

No information about problems shared by group members will be shared with people outside of 
the group as this may be identifiable.

• No children, spouses, or other people will be present in our sessions. This means that each 
participant will be in a private location where they can close a door and talk without being 
overheard.

• I understand and agree that if I break these rules, I will be asked to the leave the group and it is 
possible that other participants in the group may sue me for breach of confidentiality

• I understand that other members of the group are not therapists and are not legally obligated to 
maintain the same ethics and laws that the therapist must work under. I understand that I cannot 
be absolutely certain that others will always keep what I say in confidence even though they 
have agreed to do so.

• I understand that this is therapy and, as in individual therapy, the therapist will keep brief notes 
for each member of the group.

• I agree to abide by the rules and expectations laid out in this document.

Signature: __________________________________________________ Date: _____________



Client Information

Name: __________________________________________________________

Date of Birth: ___________________________    Age _____  

Gender:  □ Male  □ Female  □ Other     Preferred pronouns: ___________________________________

Marital status: _______________________________________

Please list the names and ages of the members of your household:

Your address: ______________________________________________________________________

Preferred phone number: (       ) ___________________.   May I leave a message?   Yes  /  No

How did you learn about this group?

Have you ever had counseling in the past?   Yes   /   No

If yes, was anything particularly helpful or unhelpful?

Your physical health is:   Poor Unsatisfactory Satisfactory         Good        Very Good

Are you currently experiencing overwhelming grief, sadness, or depression?     Yes  /  No
If yes, for approximately how long? _____________________________________________________

What is your current employment situation? (Is your employment satisfying, secure or shaky, etc)

What do you consider to be some of your strengths?

What do you consider to be some of your weaknesses?



What do you hope to get from this 4-week group? Are there particular issues you would like addressed?

Is there anything else you’d like me to know?

Please provide the name and contact information for your primary care doctor and your psychiatrist (if 
you have one).

Primary Care Doctor’s Name: ______________________________________________________

Practice Name: ___________________________________________________________________

Phone Number: __________________________________ 

Fax Number ____________________________

Address:  _________________________________________________________________________

Psychiatrists’s Name: ______________________________________________________

Practice Name: ___________________________________________________________________

Phone Number: __________________________________ 

Fax Number ____________________________

Address:  _________________________________________________________________________

If you would like the therapist to communicate with your PCP or psychiatrist, please ask her for the 
Release of Information form that you will need to fill out and sign.


