Psychology Associates of Brevard

6767 N WICKHAM RD, SUITE 306
MELBOURNE, FL 32940
(321) 751-1925  Fax (321) 751-9261

PATIENT INFORMATION: Date:

Name: Sex: [ Male [J Female
Date of Birth: [/

Current Provider: Referred to:

IN HOUSE REFERRAL

Consent for Treatment and Sharing of Treatment Records

| understand and voluntarily agree to participate in the evaluation and/or counseling through the above-
named providers. | understand that | will be provided with an explanation of assessment and/or
counseling procedures for their purposes.

| also give consent for treatment of medications, if indicated, and understand that a reasonable
explanation regarding treatment and medications will be provided.

| give consent to the above-named providers to share confidential information that will assist in my
treatment.

| understand that this consent for services may be withdrawn at any time, and that | have the right to
refuse to participate in any procedures that may be suggested, as well as the right to withdraw from
counseling at any time.

Print Patient Name or Authorized Representative

X Date:

Signature of Patient or Authorized Representative

Robert]. Shapiro, Ph.D. * Kristopher]. Olsen, Ph.D. * Astrid M. Sande, M.D. * James Ferro, Psy.D.
Kelly Jo Kaye, LM.H.C. * Nicolina Demuynck, P.M.H.N.P. * Anna Brenner, Psy.D.



