Estadt Psychological Services, LLC
Informed Consent for Treatment

Before receiving mental health treatment and/or counseling you, as the patient and/or ‘s guardian, have the following rights to be fully informed as to:

1. The nature of the proposed treatment and any reasonable treatment alternatives

2. The training, credentials, and licensure of your therapist

3. Truthful disclosure of reasonably foreseeable benefits, risks, and hazards or the proposed treatment, alternative treatments, and of not doing anything

4. The right to fully withdraw consent for treatment at any time

You also have the right to the confidential treatment of information about you and/or minor child.  Information maintained in your patient record will not be released to anyone outside the direct therapeutic relationship without your approval under the Federal HIPPA guidelines unless required by law such as the mandatory reporting or suspected child abuse or neglect, duty to warn to prevent harm to others, and the event of dangerousness to self, others, or property due to a mental disorder.
By providing your signature to this document, you attest that you, as the patient and/or patient’s legal guardian, have:

1. Discussed these issues with your therapist and without reservation provide your consent for treatment and that

2. You have the legal right to provide consent for treatment and are completent to make decisions regarding the course and/or discontinuation of treatment.

________________________________

_____________________

Signature of client (or person acting for client)
Date

_______________________________

_____________________

Printed name





Relationship to client (if necessary)

I, the therapist, have discussed the issues above with the client (and/or his or her parent, guardian, or other representative.)  My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

______________________________

______________________

Signature of therapist




Date

This is a strictly confidential patient medical record.  Redisclosure or transfer is expressly prohibited by law.  

