Authorization for Evaluation and Treatment of Minors or Dependents
Client Name:

I certify that I am the parent/legal custodial guardian of ___________________________

who is a minor dependent under the laws of the state of Tennessee. 

**PLEASE NOTE: YOU MAY BE ASKED TO PROVIDE LEGAL DOCUMENTATION REGARDING CURRENT CUSTODY/PARENTING PLAN OF SAID MINOR. IN ADDITION, IF YOUR CHILD/CHILDREN PARTICIPATE IN JOINT CUSTODY OF BIOLOGICAL PARENTS, THE THERAPIST HOLDS THE RIGHT TO CONTACT THAT PARENT AS WELL IN ORDER TO PROVIDE CONTINUITY OF CARE FOR THE MINOR CHILD.**
I authorize Teri Martin Crabtree, LPC-MHSP  to provide counseling to ​​​​​​​​​​​​__________________________________________.  Such treatment may include but is not limited to individual counseling, group counseling and family counseling, or other specialized counseling procedures which are generally accepted in the treatment of childhood and adolescent disorders or trauma. 

________________________________


____________________

Parent/Legal Custodial Signature



Date

