Information and Client Consent Form Signature Page

DUTY TO WARN/DUTY TO PROTECT:  If my Therapist believes that I (or my child if child is the client) am in any physical or emotional danger to myself or another human being, I hereby specifically give consent to my Therapist to contact any person who is in a position to prevent harm to me or another, including, but not limited to, the person in danger.  I also give consent to my Therapist to contact the following person(s) in addition to any medical or law enforcement personnel deemed appropriate:

Name








Telephone Number

___________________________________________________________
___________________________________________

___________________________________________________________
___________________________________________

INCAPACITY OR DEATH:  I understand that, in the event of the death or incapacitation of the undersigned Therapist, it will be necessary to assign my case to another Therapist and for that Therapist to have possession of my treatment records.  By my signature on this form, I hereby consent to another licensed mental health professional, selected by the undersigned Therapist, to take possession of my records and provide me copies at my request, and/or to deliver those records to another Therapist of my choosing.

CONSENT TO TREATMENT:  By signing this Client Information and Consent Form as the Client or Guardian of said Client, I acknowledge that I have read, understand, and agree to the terms and conditions contained in the Information and Client Consent form.  I have been given appropriate opportunity to address any questions or request clarification for anything that is unclear to me.  I am voluntarily agreeing to receiving mental health assessment, treatment and services for me (or my child if said child is the client), and I understand that I may stop such treatment or services at any time.  NOTE:  If you are consenting to treatment of a minor child, if a court order has been entered with respect to the conservatorship of said child, or impacting your rights with respect to consent to the child’s mental health care and treatment, Haven Counseling will not render services to your child until the Therapist has received and reviewed a copy of the most recent applicable court order.

__________________________________________________________
___________________________________________

Signature – Client/Parent





Date

__________________________________________________________
___________________________________________

Signature – Spouse/Partner/Parent




Date

__________________________________________________________
___________________________________________

Therapist







Date

I hereby authorize the release of necessary medical information for insurance reimbursement purposes.

__________________________________________________________
___________________________________________

Client/Parent







Date

