Clinical Counseling Group

TREATMENT CONSENT FORM

ADULT

Name:                                    
DOB:            

I hereby consent to treatment with ________________. I understand __________________ is a comprehensive mental health provider licensed by the state of Ohio to provide a wide range of mental health services. I have received copies of the Policy on Fees and Statement of Client Rights and agree to the stated terms.

I agree to fully inform the clinician of the nature of my problem(s) or concerns, and to actively participate in the development and implementation of my individual service plan.

Benefits of mental health services may include improved ability to cope with problems of living, improved relationships with others, 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 difficult life issues and feelings, treatment may involve discussion of unpleasant experiences, exploration of painful feelings that can result in increased emotional strain, practice of new cognitive/ behavioral strategies and hypnosis- if so desired by the client.

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

Signed:                     

Date:                       

Witness:                      

Date:                                  


Case #:              

