YOU ARE THE THERAPIST

[bookmark: _GoBack]CLIENT INFORMATION & CONSENT FORM

Name:______________________________________________________________________

Date of Birth: ________________________________________________________________

Ethnicity:____________________________________________________________________

Address:_____________________________________________________________________

Phone: Home: _______________Mobile____________________________________________

Email Address:_________________________________________________________________

Other Contact Name: ___________________Phone: ___________________________________

GP:___________________________________________________________________________

Sumita Sumita  has explained confidentiality and its limitations to me, the reasons for and expected benefits and any risks or side effects of the assessment and any treatment. I understand that if during the course of intervention I present as a potential risk to myself and/or others, notification may be made to crisis authorities/other relevant professionals and that my information previously disclosed to my clinician may be disclosed to this third party.
I have had the opportunity to ask questions and have received all the information I require.
I understand that I can ask for further information or withdraw my consent at any time.
I understand that information I provide during the assessment and intervention may be included in the report to the referring agency if required  (eg, ACC, CYF, EAP, WINZ,GP, MOJ, NZTA etc ).
I understand that my clinician (Sumita Sumita)  has supervision with her clinical supervisor and abide with her registration body code of ethics.
I have been given information about fees / subsides / funding structure.
I consent to the assessment and treatment explained to me.
I consent treatment may be provided through face to face consultations or by using Telehealth when 
appropriate. 


Name________________________ Signature___________________ Date____________________
Consent to sharing information
□ I am willing for you to contact the following person/s/agencies/family members to obtain
and share information that is relevant to my treatment and ongoing safety needs (YES / NO)

NAME                                        CONTACT                                              RELATIONSHIP
______________________   ___________   _________________________________________
______________________   ___________   _________________________________________

I have gone through this agreement via Telehealth and received verbal consent. 


Clinican Signature ----------------------------------------      Date ---------------------------------

