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                                                  OUTPATIENT GROUP POLICIES 
 
Before starting an outpatient group at BACA, you must let the group facilitator know if you/your 
child plan on taking a vacation or have an appointment that will conflict with the group schedule 
prior to the start of the group. The decision to allow a patient to start participating in a group will 
be pending the facilitator’s approval. In deciding what members will be in a particular group, 
facilitator(s) take into account the number of sessions that the potential participant will miss and 
the appropriateness of fit given the potential participant’s age, maturity, social skills, and other 
presenting issues.  

BACA reserves the right to charge a fee of $50 for all missed group therapy sessions 
conducted by licensed clinicians and $25 for unlicensed clinicians without prior approval from 
the group facilitator.  These no-show fees are the sole responsibility of the patient/guardian and 
are not covered by insurance.  Fees described herein must be paid before the next weekly 
scheduled session. Multiple no-shows may result in termination from the group.  

As the responsible party signing this agreement, I am assuming financial responsibility and I will 
pay for all sessions and/or missed appointments, regardless of parental arrangements. 
Payment is expected and required at the time services are provided for all patients regardless 
of individual custody arrangements you may have. The parent that brings the youth will be 
expected to pay the full payment and it will be up to them to recover whatever is owed from the 
other parent. BACA will not be responsible for recovering this amount.  

This is an agreement between Bay Area Clinical Associates and the patient/responsible 
party signed below. By executing this agreement, you are agreeing to adhere to these 
policies.  

I HAVE READ AND UNDERSTAND THESE POLICIES AND AGREE TO ABIDE BY THEM.  

Patient’s name: _________________________________ 

Responsible party’s name (if not the patient): _______________________________ 

Relationship to the patient: _________________________________ 

Signature of patient or responsible party: ___________________________   Date: _________ 
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