
Group	Counselling:		Consent	to	Services	
	
	
For:	_______________________________________________________________________________________	(name)	
	
Confidentiality	Information:	
	
I	understand	that	the	information	I	provide	to	the	counsellor	is	private	and	
confidential,	within	the	scope	of	treatment	of	this	medical	practice,	which	operates	
under	a	Circle	of	Care	model.		Circle	of	Care	includes	individuals,	within	Niagara	
North	Family	Health	Team,	who	provide	health-related	and	administrative	services	
on	my	behalf.		I	understand	the	counsellor’s	notes	are	a	part	of	my	medical	record.	
	
Confidentiality	is	respected	at	all	times.	I	understand	that	no	information	will	be	
communicated	,	directly	or	indirectly,	to	a	third	party	outside	of	Niagara	North	
Family	Health	Team	without	my	informed	and	written	consent.	
	
Exceptions	to	confidentiality	include	legal	and/or	ethical	obligations	to:	
	

• Inform	a	potential	victim-of-violence	regarding	a	patient’s	intention	to	harm	
• Inform	an	appropriate	family	member,	health-care	professional,	or	police	(if	

necessary)	of	a	patient’s	intention	to	end	his	or	her	life	
• Release	a	patient’s	file	if	there	is	a	court	order	to	do	so	
• Inform	the	Children’s	Aid	Society	if	there	is	a	suspicion	of	a	child	being	at	risk	

or	in	need	of	protection	due	to	neglect,	or	physical,	sexual	or	emotional	abuse	
• Report	a	health	professional	who	has	sexually	abused	a	patient	
• Share	information	with	a	Clinical	Supervisor	and/or	with	the	counsellor’s	

regulatory	college	for	supervision	and/or	auditing	purposes	
	
Terms	of	Group	Counselling:	
	

1. 100%	attendance	is	expected.		I	understand	that	if	I	cannot	attend	a	session	
or	will	be	late,	then	I	am	requested	to	give	the	counsellor	24-hour	notice.	

2. I	understand	that	if	I	miss	2	or	more	group	sessions,	then	I	will	be	asked	to	
participate	in	a	future	group.	
	

Informed	Consent:	
	
I,	______________________________________________________________________	understand	and	
consent	to	the	group-counselling	conditions	outlined	above	and	indicate	this	with	
my	signature	below:	
	
	
Patient’s	Signature:	_____________________________________________	Date:	__________________	
	
Counsellor’s	Signature:	_________________________________________	Date:	__________________	
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