Clinical Counseling Group

TREATMENT CONSENT FORM

PARENT/GUARDIAN

Name:                                                                                  
DOB:                                                

I hereby give permission to the above-named minor or other individual for whom I am legally responsible, to receive services from the Clinical Counseling Group/ ___________________. I have received copies of Policy on Fees and statement of Client Rights and agree to the stated terms.

I agree to provide information related to the problems or concerns of this individual and to participate as necessary, in the development and implementation of an individualized treatment plan.

Benefits of mental health services may include improved ability to cope with problems of living, skill development in areas such as communications and assertiveness, and growth in the areas of personal goals and values. I understand that in order to resolve difficu1t life issues and feelings, treatment may involve discussion of unpleasant experiences and exploration of painful feelings, which can result in increased emotional strain.

While I expect benefits from this service, I fully understand that because of factors beyond this therapist's control, and other factors such benefits and particular outcomes cannot be guaranteed.

I acknowledge that I am the parent/custodian of this child. I am aware that both parents have access to this child's medical record. If there is a court ruling to prevent such access, it is my responsibility to provide a copy of that document to _______________________.
Signed:                                                                  


Relationship:                                                         

(Parent or Legal Guardian)

Date:                                            

Case #:                                         

