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Scottsville Counseling Center 

Amanda G. Patrick, Marriage and Family Therapist Associate 

 

Credentials: 

Amanda G. Patrick, is a Marriage and Family Therapist Associate, working towards full 

licensure as a Licensed Marriage and Family Therapist (LMFT) under the supervision of Dr. 

Fred Stickle, in the state of Kentucky. Marriage and Family Therapy means the diagnosis and 

treatment of mental and emotional disorders whether cognitive, affective or behavioral within the 

context of marriage and family systems.  

 

Amanda G. Patrick, Marriage and Family Therapist Associate, is pursuing licensure as a LMFT, 

which includes a minimum of 1,000 direct client contact hours. As per licensure requirements, 

Amanda G. Patrick, Marriage and Family Therapist Associate, will submit proof of client 

sessions as a requirement of fulfilling the required face to face client session hours. Name of 

client will be protected as per confidentiality requirements. 

 

Confidentiality Policy: 

Amanda G. Patrick, Marriage and Family Therapist Associate, strives to provide each client with 

the highest quality of counseling services, including a level of confidentiality that makes the 

counseling experience safe and comforting to the client. Counseling session information will not 

be released without your prior consent or the consent of the one who has the legal authority to 

consent on your behalf. 

 

There are national and state laws that define necessary limits to that confidentiality. Amanda G. 

Patrick, Marriage and Family Therapist Associate, is committed to adhering to these laws that 

require a counselor to report any suspicion of abuse of a child or incapacitated adult and threat of 

homicide or suicide. In addition, occasionally judges will subpoena a counselor for testimony or 

order the release of confidential information in court proceedings. In these instances, the client is 

notified of the subpoena and/or court order, and every effort made to protect the confidential 

information. 

 

Client Notification of Privacy Rights: 

The Health Insurance Portability and Accountability Act (HIPAA) have created new client 

protections surrounding the use of protected health information. Commonly referred to as the 

“medical records privacy law”, HIPAA provides client protections related to the electronic 

transmission of data (“the transaction rules”), the keeping and use of client record (“privacy 

rules”) and storage and access to health care records (“the security rules”). HIPPAA applies to all 

health care providers, including mental health care providers and health care agencies throughout 

our country are now required to provide clients with a notification of their privacy rights as it 

relates to their health care records.  

 

Please read this document, as it is important that you know what client protections HIPAA 

affords all of us. If you have any questions about any of the matters discussed in this document, 

please do not hesitate to ask for further clarification.  

 

By law, we are required to secure your signature indication that you have received this Notice of 

Privacy Practices document.   

 

I, ____________________________________________ (Print Your Name), understand and 



 

have been provided a copy of the Notice of Privacy Pratices document which provides a detailed 

description of the potential uses and disclosures of my protected health information, as well as 

my rights concerning these matters. I understand that I have the right to review this document 

before signing this acknowledgment form.  

 

_______________________________________________ Date _______ / _______ / _________ 

Client Signature or Legal Guardian if Minor 

 

_______________________________________________ Date _______ / _______ / _________ 

Client Signature or Legal Guardian if Minor 

 

Using Emails, Cell Phone, Texts, Computers, & Messaging Platforms: 

It is very important to be aware that computers and unencrypted emails, texts, and messages 

using platforms such as Messenger (which are part of the clinical records) can be rather easily 

accessed by unauthorized people and, hence, can compromise the privacy and confidentiality of 

such communications.  Emails, texts, and messages sent via Messenger, in particular, are 

vulnerable to such unauthorized access due to the fact that servers or communication companies 

may have unlimited and direct access to all emails, texts, and messages that go through them.  

Such data is also not encrypted.  It is always a possibility that emails, texts, and messages sent 

via Messenger can be sent erroneously to the wrong address and computers.   

 

Amanda G. Patrick’s laptop and phones are equipped with a firewall, a virus protection, and a 

password.  No client names are kept on any of these devices (phone number may be found in a 

prior text conversation; however, no names or phone numbers are saved to any devices), and no 

data from any of these devices is backed up onto any type of external device, cloud based server, 

etc.  Please notify Amanda G. Patrick if you decide to avoid or limit, in any way, the use of 

email, texts, cell phones calls, and phone messages.  Once established as a client, Amanda G. 

Patrick will ask clients to please avoid utilizing any other means for communication other than 

email, text and/or phone.  If you communicate confidential or private information via 

unencrypted emails, texts or via phone messages, Amanda G. Patrick will assume that you have 

made an informed decision, will view it as your agreement to take the risk that such 

communication may be intercepted, and she will honor your desire to communicate on such 

matters.  Please do not use texts, emails, or voice mails for emergencies. 

 

The Therapeutic Process: 

One major benefit that may be gained from participating in psychotherapy includes a better 

ability to handle or cope with marital, familial and other interpersonal relationships. Another 

possible benefit may be a greater understanding of personal goals and values; this can lead to 

greater emotional maturity and happiness as an individual and/or unit. 

 

Working to achieve these potential benefits will require that firm efforts be made to change and 

may involve experiencing a significant degree of discomfort. Remembering and therapeutically 

resolving unpleasant events can arouse intense feelings of fear, anger, depression, frustration and 

the like. Seeking to resolve issues between family members, marital partners and other persons 

can similarly lead to discomfort, as well as, relationship changes that may not be originally 

intended. 

 

Scope of Practice – Marriage and Family Therapy: 

The rendering of professional Marriage and Family Therapy services to can be done with 

individuals, couples and families. 

  

Treatment can be provided singly or in groups. 



 

 

Marriage and Family Therapy means the diagnosis and treatment of mental and emotional 

disorders whether cognitive, affective or behavioral within the context of marriage and family 

systems. 

 

Marriage and Family Therapy involves the professional application of psychotherapeutic and 

family systems theories and techniques in the delivery of services to individuals, couples and 

families for the purpose of treating such diagnosed nervous and mental disorders. 

 

Risk in Counseling: 

Counseling may be tremendously beneficial, while at the same time there are some risks. The 

risks may include the experience of intense and unwanted feelings, including sadness, fear, 

anger, guilt or anxiety. It is important to remember that these feelings may be natural and normal 

and are an important part of the counseling process. Other risks of counseling may include: 

recalling unpleasant life events, facing unpleasant thoughts and beliefs, increased awareness of 

feelings, values and experiences, alteration of an individual’s thinking and calling into question 

some or many of your beliefs and values. Your counselor will be available to discuss any of your 

assumptions, problems or possible side effects of your work together. 

 

You have the right to: 

1) Ask questions about any part of the counseling session. 

 

2) End counseling at any time without any moral, legal or financial obligations other than those 

already accrued.  

 

3) Review the information in your files at any time with proper notification and in consultation 

with your counselor.  

 

4) Request a release of the information in your counseling files to any person or agency you 

designate. 

 

5) Request changes to your records.  

 

Grievances/Complaints: 

We are aware that problems with our services may occur, and we will work with you to resolve 

the problem. If, however, you have discussed your concern with your counselor and remain 

dissatisfied, Amanda G. Patrick, Marriage and Family Therapy Associate, will be open to 

provide a referral to another counselor/therapist. The goal is to resolve the issues to the client’s 

satisfaction. 

 

Termination: 

Termination of counseling may occur at any time and may be initiated by either the client or the 

counselor. We request that if a decision to terminate is being made that there be a minimum of a 

seven day notice in order that a final termination session may be scheduled.  

 

Dependent Clients: 

If you are requesting our services as the guardian or parent of a child or a dependent adult, the 

same general principles as above will apply. However, as your child’s counselor, it is important 

that your child be able to completely trust the counselor. As such, we keep confidential what the 

child says in the same way we keep confidential what an adult says. As the parent or guardian, 

you have the right and responsibility to questions and understand the nature to our progress with 

your child, and we must use our discretion as to what is an appropriate disclosure. In general, we 



 

will not release specific information that the child provides to us; however, we feel it is 

appropriate to discuss your child’s progress in broader terms and value your participation in their 

counseling experience. You will be asked to sign the consent to treat form for your child.  

 

Welcome! I look forward to our work together, and I anticipate that it will be a beneficial 

experience for both of us. 

             

_______________________________________________ Date _______ / _______ / _________ 

Client Signature or Legal Guardian if Minor 

 

_______________________________________________ Date _______ / _______ / _________ 

Client Signature or Legal Guardian if Minor 

 

_______________________________________________ Date _______ / _______ / _________ 

Therapist Signature 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Client Financial Policy 
Updated: October 6th, 2019 

 

While this counselor does not currently accept insurance, the counselor will work with you and 

your insurance company or Health Savings Account to provide receipts and ICD-9 codes, which 

can be submitted to some plans for reimbursement. I understand that it is my responsibility to 

verify my benefits.  

 

Intake assessments are approximately 90 minutes in length. Fee is $65.00. Individual, couple or 

family sessions are 50 minutes in length. Fee is $35.00. Phone consultations will be held to 15 

minutes in length or it will be charged as a session. Reduced rates may be available upon 

agreement with therapist and client. Agreed upon rate will be noted below. 

 

The office accepts cash, check, and credit/debit cards.   

 

If you are unable to attend an appointment, we request that you provide at least 24 hours 

advanced notice to our office. Since we are unable to use this time for another client, please note 

that you will be billed for the entire cost of your scheduled appointment if it is not timely 

cancelled, unless such cancellation is due to illness or an emergency. If a check is returned, a 

$25.00 NSF fee will be charged. 

 

This therapist may request a valid credit/debit card be kept on file to assist in preventing 

missed sessions that are unable to be filled by other clients.  

 

My signature validates my consent to receive treatment with Amanda G. Patrick, Marriage and 

Family Therapist Associate, and I acknowledge being informed of office policies and 

procedures.  

 

Options 60 minute session fee 90 minute session fee 

Standard Counseling Rate $35 $65 

 
 

 

My Identified session fee is: __________________/therapeutic hour (50 minutes) 

Credit/Debit Card to keep on file for phone sessions, payment use, and potential no shows is:     

Card #________________________________    Expiration: ___________  CVV#: __________ 

Card billing zip code: ________________ Name on the card: ____________________________ 

Preferred Email address/cell number for receipt: _______________________________________ 

By signing below, I recognize that I have read and understand this counselor’s expectation for my financial commitment. 

 

Signed: ___________________________________________________ Date: ______________ 
 

Therapist Signature: ________________________________________ Date: _______________ 


